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PREFACE 
The author wishes to acknowledge the help received from the staff 
of the Social Service Department at Cushing Veterans Administration 
Hospital, Framingham, Massachusetts. 
_,1 
OHAPTER I 
INTRODUCTION 
The Purpose ot The Study 
The purpose of the study is to present the social eervice problems 
concerning discharge planning in the light of the needs of a group ot 
patients who were faced with discharge at Oushing Veterans Administration 
Hospital, Framingham, Massachusetts. The group will be examined in re-
lation to three phasesa 
1. The problem which these patients as a group present to the Social 
Service Department of the Oushing Veterans Administration Hospital, 
P'ramingham. 
2. The needs that the individual -;patients face at the time of die-
chs:rge. 
'· What can be done to help these patients meet their needs in the 
community • . 
To carr.y out this purpose the examination of the cases studied will 
be focused on the general questions followinga 
1. What general problema do this group of disposition cases present 
to a Medical Social Service Department at a Veterans Administration 
installation such as Ouehing Veterans Administration Hospital? 
2. What was the length of stay of these patients? 
'· What was the source of referral to social service? 
4. What was the length of time between the date of referral and the 
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date of discharge? 
5• What was th~ reason tor the time element between the referral 
and discharge dates! 
6. What are the diagnoses represented! 
7• What are the medical needs ot these patienta in relation to die-
charge planning? 
8. What are the social needs ot these patients in relation to die-
charge planning? 
9. What wae the interrelationship between the medical and aocial 
needs? 
10. How are these needs being met in this group ot cases by the 
hospital, family, community and other facilities? 
11. What is it possible to do tor the group ot patients who need 
discharge planning within the limitations ot exieting resources? 
Scope ot the Stu$r 
Only those patients known to the Social Service Department at 
Veterans Administration Hospital, Framingham tor discharge plannin& dur.ing 
the months ot September through Decemb~r ot 1948 will be studied. All 
had been given treatment on the medical and surgical wards of the hospital 
and were to be discharged trom these warda. Allot the -oases in the 
period tram September to December ot 1948, one third ot the year, ie the 
sample used and yielded sixty•eix cases known to the Social Service De• 
partment for discharge planning. Although this study is concerned with 
those patients who were known to social service during this four month 
.... 
period tor diecharge planning, some may not have been discharged in this 
period. The discharge may have been completed by the end of March, l949J 
or in a few instances, the patient was atill in the hospital when the 
gathering of the data was completed. 
Sources of Data 
The monthly statistical sheet of the Social Service Department was 
used as the main source of data from which discharge planning was .checked . 
as a service needed by the patients. P'rom this list, the case records of 
these patients were found in the social service files. After a careful 
reading and summarizing of some of these case records, a schedule tor the 
organization of the pertinent facts in the case was made up. A sample of 
this schedule is in the appendix. All of the cases in the list were then 
read and the schedules filled out. Most of the material about the neede 
of these patients was found in the social service recorde, but the 
patients• final diagnoses, discharge types and some postdischa.rge infor• 
mation relative to the patients' adjustments were taken from the medical 
charts. It was possible to discuss the information that was filled in on 
the schedule, in most cases, with the social worker who had worked on the 
case. This was of great assistance in classifying the material gathered. 
This classification was done on the basis of the primary social need of the 
patient facing discharge and the seriousness of the limitations of co.m-
munity life placed on him by his medical condition. 
~. 
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Limitations of the Study 
The fact that sixty-six cases are studied here makes it impossible to 
undertake Yery intensive casework analysis and case study will only be used 
to illustrate the classification of the data which are later presented. 
The problema of the casework skills involved in handling discharge prob-
lems will be presented, therefore, only in general terms as background for 
the presentation of the data studied and the problema which the Social 
Service Department encountered with these oases. 
This study is concerned with the discharge planning at Veterans Ad-
ministration Hospital, Framingham. The findings may not be applicable to 
the problema in neuro-psychiatric or other Veterans Administration hospi-
tals serving special diseases. 
There is probably some variation in the number and type of discharge 
planning cases in other months of the year because ot short period limi-
tation as to number and type and time ot year. 
Another limitation of this study stems from the fact that the Social 
Service Department has little information as to the adjustment of the 
patient atter discharge. This limits the evaluation of the success of the 
discharge . planning that is done at the hoe pi tal. Sometimee the patient or 
the doctor may give some information to the Social Service Department when 
the patient returns for a follow-up examination at the hospital. An 
agena.y to which the patient has been referred may also relay information 
concerning his adjustment. In general, however, social service is not in-
formed of the adjustment of the patient in the community. 
.,.. 
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Plan of Presentation 
With the above limitations in mind, this study will attempt to show 
what the problem of discharge planning is to the veteran patient and to 
the Veterans Administration general hospital Social Service Department. 
As a beginning point, a general discussion of the meaning of hospitaliza-
tion and discharge to the patient and its implications to social service 
will be presented. A further general discussion of the Veterans Adminis-
tration hospital in comparison with a community hospital will lead to a 
discussion of Veterans Administration Hospital, Framingham and its So-
cial Service Department. With the above as background, a description of 
the composition of the group of patients will be given through tabulated 
data a.nd exposition. The needs for social service of these patients will 
be classified and case illustrations will explain the classifications in 
the next chapter. A review 9f the Veterans Administration and community 
resources available to provide assistance with the problems of discharge 
will follow. The solutions for the needs of these patients will be die-
cussed here and will lead to a summary and conclusions on the findings in 
the study and recommendations for discharge planning by Social Service at 
Veterans Administration Hoepi tal, Framingham. 
This presentation should clarity the problems with which the patients 
and the Social SerTice Department are concerned in planning for the 
patients' future community life. It should also point up the general 
problems of the Social Service Department at Veterans Administration Hospi-
tal, Framingham regarding discharge planning. It is intended that the 
conclusions stated at the close and drawn from the material will be ot 
practical assistance in improving service to veterans facing ditticult 
medical and social problems in their community lives atter discharge from 
hospitals. 
CHAPTER II 
BACKGROUND FOR THE STUDY OF DISCHARGE PLANNING 
The Patient 
Just as the focal point of a hospital is the patient, hie diagnosis, 
and his treatment, so the focal point and beginning of a discussion o~ 
discharge planning must be the patient himself. One of the UD1 • . ua pro-
fessional contributions of social work to the hospital is the individual-
izing of the patient in hie emotional, social, and environmental setting 
as well as the individualizing of the patient with a medical problem in a 
hospital. The social worker must have a working knowledge of the effect 
that hospitalization can have on hie life after discharge to the home to 
which he must return. The meaning to the patient of hie hospitalization is 
important to the caseworker, as is his feeling about returning to life in 
the community. 
Firat, then, should come a picture of a patient in the hospital. A 
person in a hospital is 111. This is certainly the most important though 
obvious fact to bear in mind. I~ the person is seriously ill and fighting 
for his life when he enters the hospital, all of hie energy goes into the 
p~eical fight he is having with his. disease. He may not be conscious of 
his surroundings or the people caring for him. Aa he gets better and the 
physical fight with the disease lessens, he becomes more conscious of his 
surroundings and is liable to be irritable and short with the hospital 
personnel or excessively cooperative and friendly to cover hie fear of 
L 
illness. To var.ying degrees, he feels uncomfortable and afraid about his 
condition and its cure and the various feelings that patients associate 
with a hospital. 
When a patient comes to a hospital he experiences a separation from 
the life which he led in the community. He is now isolated from his pre-
vious life and unable to actively participate in the joys and problema that 
he has lett behind. The worries and responsibilities of his community life 
he brings to the hospital with him, but he is cut off from much construct-
ive action about them. His friends and family, if seen at all, must be 
seen at specified hours in the unfamiliar setting of ward or hospital room. 
The hospital is a strange, spotless, ~stitying place. The inatruments, 
diagnostic procedures, and technical language of doctors and nurses are 
incomprehensible to him. He may resent the lack of privacy and the in-
dignity of some of the care he receives. His associates are strangers who 
are also ill and liable to be primarily concerned with their own illness. 
Nurses are disciplined to care for the medical needs and may or may not 
take a friendly interest in the patient. Another important person is the 
doctor who is in charge of his treatment and in whose knowledge as an 
expert on disease he must have confidence to the point of following his 
suggestions to the letter, otten without understanding them. The ma.:n;y 
other emplo.yees of the hospital with whom he comes in contact have a 
marked effect on hie adjustment to the hospital also. This organization 
of the hospital often submerges the hospital personnel and patients as 
individuals and makes the patients feel like a commodity being handled by 
the hospital personnel. 
The patient, then, 1e separated and isolated physically f'rom the f'ree, .I 
responsible lite as an individual in a community. He is placed in an in-
stitutional lite which is probably new and strange. Rules and regulations 
govern bie ·daily living. He must adjust to restrictions tor the welfare 
of' the group. The medical treatments that he may not understand are of' pri-
mary imp~rtance. He muet accept the authority of' people disciplined to the 
organization of' this institution ·tor the treatment of' physical ills. These 
may or may not make the separation trc:nn the home and family and the adjust-
ment to the hospital difficult tor the patient. 
As well as this physical separation and isolation from his previous 
lite, the patient often experiences an emotional separation and isolation. 
With the seriously ill person, all consciousness of' the things around him 
may be blotted out by the ever present sensations of' hie illness and this 
is a physical necessity tor hie recovery. Even with the lees seriously 
ill person, the medical treatment during hoepitalization to cure hie die-
ease may become so important that it reduces the significance of' other 
problems and responsibilities which he f'acea. Certainly the person in the 
hospital is cut off from the everyday contacts with friends and relatives 
and loses some of the intensity of his relationship to them. Hoepitaliz• 
ation and illness, then, bring the patient into a new ezperience which has 
significance tor hie other lite experience, or ae it is explained by the 
Social Science Research Council' : 
Suddenly, with the onset of' an illness, a number of' eituatione 
which were previously highly important lose their potency. The 
person'• world becomes small •••• . In this respect, then, the sick 
person's world becomes remarkably like that of' an infant, and the 
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behavior resulting from these 
infantile, too. 
There are other respects 
proximates that of an infant. 
aspects of hie situation is necessarily 
in which the sick person's world ap-
His social world becomes ego-
11 
li 
II 
centric. • • • li 
••• The healthy person is almost totally unaware of his own 'I 
physiological processes, but the sick person often suffers pain and j 
discom:t"ort. Even minor variations in temperature, digestion, pulse, I/ 
elimination, etc. are fraught with great significance and hence be-
come the center of attention. In comparison with external events, II 
these inward happenings are of paramount concern. • • • li 
Siace the sick adult's situation is like that of an infant in 1! 
these three respects - his worl~ is small, it is egocentric, and in-
1
1 
ternal behavior determiners have a dominant potency - infantile be- 11 
havior of the following sorts is inevitable& 11 
1. The person's interests will become relatively narrow; ••• I 
2. The ill person will become relatively dominating, intolerant I 
and selfish. • • • 'I 
,. At certain stages in his illness, the patient will become I 
apathetic and disinterested, ••• 1 
4. The ill person will become dependent and insecure. .. • I' 
5• The ill person will become hypochondriacal •••• 1 
1
1 
Since this experience of illness and hospitalization is like that of 
I 
I 
I 
I 
a child in hie emotional life and behavior, the patient is emotionally 
II 
separated and isolated from his previous adult life in the community. I 
This separation and experience that hospitalization entails has a definite . 
If tho patient findo it Jl 
pleasant to return to a life like that of a child, if he finds illness an I 
bearing on the · patient 1 s reaction to discharge. 
excuse for hie inadequacies and a release from hie responsibilities, he 
probably will resist discharge and dread returning to the community where 
1- he will be expected to function as an adult again. If, however, the 
patient finds it difficult to adjust to the hospital life and is very 
I 
l ,, 
1 Roger G. Barker, Beatrice A. Wright, Mollie R. Gonick, Adjustment 
to Ph sical Handica and Illness: A Surve of the Social Ps cholo of 
P~sigue and Disability Social Science Research Council, Bulletin 55, 
19 6), PP• 240-242. 
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anxious ~o re~urn ~o community life and escape from· the authority of I 
hospital personnel, the routine of hospital living, and an existence so I 
much like ~hat ot a child, he may bend every effort to obtain a discharge ~~ 
before it is medically advisable for him to leave ~he hospital. 
The medical social worker should know how the patient has reacted to 
his hospitalization in order to understand how the patient may react to 
discharge. Harriett Bartlet~ comments on this subject in connection with 
a case illustration as followe1 
This case shows .a phenomenon on which we have previously 
commented in connection with various types of acute need in sick 
persons, the curve of need, rising to a point of greatest dependena,y 
and gradually lessening as the patient moves back toward his normal 
degree of self-sufficiency. This is characteristic of regression in 
acute illness. It is important for the medical social worker to 
understand what is going on, to know at what stage in the curve the 
patient is at a~ one time, and to adjust her treatment to his 
changing needs. · 
A patient may not have reached a degree of self•sufficienc.y to en-
able him to make the decisions necessary for planning at the time of 
discharge. A social worker should know why this is difficult from hie 
hospital experience and the life to which he is to return. It is often 
difficul~ to determine what the basic personality of a patient is because 
of this tendency for regression in the hospital situation, but a social 
worker needs to have some idea of his adult personali~y in order to 
adequately judge the patient's emotional needs in relation to discharge 
2 Harriett M. Bartlett, Some Aspects of Social Casework in a Medical 
Setting (Prepared for the Committee on Functions, American Assn. of 
Medical Social Workers, Chicago, Illinois, 1940) p. 1~2. 
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planning. The regulated life and routine of the hospital can be a 
soothing experience for the patient in contrast to the activity that the 
the community demands. Being the center of attention and care by the 
hospital staff' may be very satisfying to him and he may find comfort in 
being considered a case of a disease which is interesting to the medical 
staff. A person may also be gratified to associate with other people who I 
are sick where he may find status by the type and seriousness of his die- j
11 eaee. He may find in the hospital staff' authoritative people who will II 
take the responsibility of telling him what to do, reli~ving him of' the 1
1 
i 
I need of decision. 
II 
The comfort and plenty of the hospital living may be 
cherished experience in contrast to a poverty stricken community life. 
The patient may also find meaning in the association with the hospital 
personnel that he is loath to give up to return to community living. 
I 
I 
It is important, then, that much of the hospital experience and all I' 
i! 
II 
!I 
of the hospital personnel help to prepare the patient for hie discharge. 
The Social Science Research Council again suggests some of the meaning of 
I. 
discharge to the patient. i' 
II 
••• Every person who has experienced long illness and slow 
convalescence will have some motivation for clinging to the simple, 
secure world in which he has been dominant. The problem which faces I 
him is in many ways like that which faces the adolescent. Just as 1 
the latter wants adult freedoms, the convalescent wants to return to ~~~ 
the satisfactions and freedom of the healthy. On tbe other hand, 
the world of the healthy adult now seems new and strange and the 
convalescent is filled with the conflicts and resistance which are 
felt by anyone entering an important new situation. · The pressures to j 
cling to the familiar and safe, though unadventurous, life of the 
invalid are unavoidably strong, just as the pressures upon .the 
adolescent to cling to hie childhood role are strong. In both cases, 
some do not make the transition. 
II ii _j~---=---= 
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The reverse problem, the person who insists upon leaving the I 
I 
I 
I 
I 
I 
II 
sheltered life before he is able to cope with the demands of the 
normal adult world, is also well known, as it is in adolescence. If 1 
adolescence is any guide .one would expect such •rebellion" to occur 1 
in cases of both •overprotection• where the person experiences very 
1
. 
little freedom from the attention of those devoted to him, and 
•rejection" where he does not receive the attention he needs. 
Those who are close to a person during this transition should II 
realize that it is essentially a growth process that occurs within j 
the patient. ···' 
This quotation clearly shows that discharge as well as admission can be 
an experience of separation for a patient. Ria hospitalization is like an 
experience of childhood, and his discharge is like the experience of 
emergence from the family that comes in adolescence. This is certainly 
an important factor for ~he caseworker to realize in order to be of ser-
vice to the patient in taking up his life in the community again • . A 
plan arrived at for a patient which seems to be completely adequate for 
his needs, but has not taken into account his reaction to the separation 
from the hospital may be of no use to the patient. The social worker 
I! 
1
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must have some idea of how ready the patient is to move out of the hoepi• ,~, 
tal and to take tip his life as a responsible adult in the community • . 
II 
\I 
A knowledge of the patient's reaction to the hospital is important to 
II 
determine his readiness. Help in determining this can be given by the 
physician and other hospital personnel who have dealt with the patient 
i 
rl ,, 
I· 
I 
the patient, and that most of the members of the hospital staff with whom 
the patient comes in contact have their respective contribution to the 
patient's readiness to leave the hospital b7 fostering greater activity 
and independence or reassuring the patient about fears of recurrence of 
hie illness, etc. As in most of the other cases that the medical social 
worker handles in a hospital, casework is done as a part of the hospital 
team toward a cure of the patient 1e illness, and toward preparing him to 
move back into the community without danger of recurrence of the same 
medical problem. The caseworker's role in this team is to know the 
patient's home situation and how he feels about itz- to help him prepare 
himself and plan for taking up his life atter discharge} and to help him 
make what adjustments are made necessa~ by his physical condition. In 
I! 
!' 
II 
order to do this, the patient 1 s personality, hie hospitalization, and the , 
I 
I factors in his community life must be known along with 'their meaning to 
the patient. This separation from the hospital may be eas,r or difficult II 
for the patient, but it is important that it be made with preparation for II 
as healthy and active a community life as the patient can tolerate. I 
I 
I 
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Hospitals, Community, and Veterans Administration 
Having examined the patient in relation to the hospital, this 
section will examine the hospital in relation to the patient. Dr. 
Bluestone, Director of the Montefiore Hospital, in an article in the 
. 4 
Survey Midmonthly said that the major reasons for hospitalization are 
scientific necessity, concentration of service to patients, the poverty 
of the patient. A hospital is necessary eo that services not available 
to ill people in their own homes may be given to them. It need not be 
elaborated here that the highly trained personnel and expensive technical 
equipment that has been so effective in combating many serious illnesses 
cannot be brought to the individual patient, but he along with other 
patients must be brought to them. A hospital, then, is group living. 
Group living means rules, routines, and regulation which have to be 
imposed for the welfare of the entire group. This point was previously 
mentioned in terms of the meaning of group living to the patient, but it 
also has a great deal of meaning for the administration and policy making 
of the hospital. In a general hospital, patients with widely different 
diseases, some of them communicable, must be housed in the same building 
or group of buildings. These patients often have very different medical 
needs, and needs for special services. The hospital must be so regulated 
that every individual patient will receive his special or routine services 
when he needs them. Keeping up with the job of providing these services 
4 Bluestone, E. M., •Home Oare& An Extramural Hospital runction,• 
Survey Midmonthly, April 1948, p.99 ===--------==---==~1=1 ==#============------
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when they are needed sets a pretty fast pace to the operation of the 
hospital. This pace often carries over into planning for discharge. The 
social worker and the patient may be expected to find solutions to and 
make decisions about problems that have faced patients for years in a 
matter of hours or one day. The social worker cannot have enough under-
standing of the patient and the patient often cannot organize himself 
adequately in that short length of time to fully understand and make 
adequate provision for necessary changes in the pattern of life that may 
be detrimental to his medical condition and if not changed lead him back 
to the hospital. 
Another aspect of the group living of the hospital is the group 
working of the hospital staff. Just as the patients are brought together 
in the same building or group of buildings, so are the various trained 
hospital workers. They must work together in such a way that their vari-
ous skills are used to the maximum for the health of the patient. The 
development of medical practice in hospitals has brought a concept of 
team work. The doctor, nurse, and social worker as well as any of the 
other specialties interested in a given patient integrate their activity 
toward the goal of the recovery of the patient. The doctor because of 
hie authoritative and technical knowledge of the treatment of disease is 
j: 
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portant. 
ln discharge planning, this teamwork is very im- I 
The doctor recommends the circumstances under which the patient I 
the leader of the team. 
would make the beet medical adjustment after discharge and explains these 
to the patient. He also discusses these conditione with the social 
worker, and the social worker supplements the doctor's 
.LOe 
explanation of the~ 
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recommendations and helps the patient make plane to fulfill these recom- 1\ 
mendatione after discharge. This procedure assures the patient that the 
medical recommendations are thoroughly discussed with him eo that he is 
aware of' what he must do to maintain his health. 
The preceding discussion of the functions and organization of' the 
general hospital in its provision of service to patients with emphasis 
' 
I 
I 
I 
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I on the problems it represents to discharge planning are essentially 
II 
special consider- j! general practices common to all hospitals. Some of the 
ations of the Veterans Administrations 1 hospitals will seem more under- II I 
etandable if examined in comparison with the community general hospital 1 
I 
considerations. II 
When most people think of a hospital, they think of the general II 
r 
hospital in their local c<liiDI>U!lity, Thio hoopital io usually a privately ~~ 
endowed institution governed by a board of' trustees and operated as a non 
profit organization where patients are charged for services and medicine. 
I 
The Veterans Administration hospital is operated by the Federal Govern- 1 
Administratively, c-ty hoepi- ~~ ment with no expense to the veteran. 
tale often have di:f':f'icult problems related to collecting payment for 'I 
hospitalization which the Veterans Administration does not face. This 
free medical care to veterans is one reason for a waiting list at 
Veterans Administration hospitals, however. 
Community hospitals may have residence requirements for admission, 
but few other considerations beside the type and seriousness of the dia-
to its hospitals. The first priority is given to the veteran seeking 1 
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treatment for a service connected disability; another is for the veteran 
wi th a service connected disability seeking treatment for a non service 
connected disability. Next veterans of wartime service with a non service 
connected disability are given priority, and treatment is also given to a 
peacetime veteran with a service connected disability to be treated. 
/I 
II 
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I 
Both types of hospitals admit anyone in an emergena.y. These considerations / 
li 
of veterans statue make admission more of an administrative problem in the ~~ 
Veterans Administration hospital. :I 
The community hospital provides at extra cost to the patient private, 
semi-private or special nursing care. The Veterans Administration hospi-
tal allocatee their few private rooms to the most seriously ill. 
,, 
The ~ereonnel of the Veterans Administration are government employees /1 
,, 
and, with t.he exception of the Department of Medicine and Surgery, are on !, 
' 
Civil Service. There is a good deal of detail and regulation attached to 
II 
working for a large g9vernment agency like the Veterans Administration, ,I l 
and the hugeness of the organization may seem overwhelming. The community J
1 
hospital is usually autonomous, however, and the organization-· lees compli .. 
cated in that it ie confined to the one hospital and the personnel often 
know the others on the staff at least by sight. 
The location of the community hospital also allows the community 
hospital t.o have the pat.ient 1 s family doctor continue in charge of the 
treatment• The Veterans Administration hospital have their own full or 
part time physicians in charge of the t.reatment. · The family physician's 
knowledge · of t.he patient and hie family background is valuable in the 
continuity of the treatment and the health . of the patient after discharge. 
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The Veterans Administration through a well established Dean's Oommittee 
has been able to procure some of the foremost doctors for their staffs 
and can be very sure of their qualifications. This high professional 
standard was initiated by General Hawle.y through a residene,y training 
program to provide for the veteran medical care second to none. 
The Veteran Batient 
These special considerations which apply to the Veterans Adminis-
tration hospital present the veteran patient with a somewhat different 
situation than the civilian patient. The veteran as a patient goes 
through the same experiences with the samereactions as patients in other 
hospitals of the type described- in the first section of this chapter. 
He has the same experiences with admission and during his hospital 
treatment. He has the same experience at discharge. The differences of 
organization of the Veterans Administration hospital in comparison with 
that of the community hospital have bearing on the veteran's reaction to 
hospitalization and discharge, however. The patient in a community hospi- I 
tal regards the hospital as a facility where he pays for service to regain I 
hie health. He may be critical of the treatment and anxious that it be 11 
terminated as quickly and efficiently as possible eo that the expense will \I 
be lese. If the patient does not have the money to pay, he considers 
I himself subject to charity and is desirous of getting off aid, either 
public or private, as soon as possible. The veteran, however, is eligible I 
for hospitalization in a Veterans Administration hospital because 
served his country in wartime. He feels that the services of the 
he 
Veterans j 
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He put himself' at the diepoeal of the I! 
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I Administration are an earned right. 
II 
I 
government at a period when he was needed. This meant that he was sepa• 
rated f'rom his family, f'riends, associates and the pursuits he was f'ollow-
ing to build hie future. These considerations made the Veterans Adminis• 
tration 1s services a right rather than ~thing suggesting charity or 
welf'are. The Veterans Administration as well as the entire community 
f'osters this f'eeling so that no one is critical of' his use of these 
services. Most veterans, theref'ore, acoept these services without 
question. 5&6 
The financial pressure f'rom the cost of' hospitalization has been 
eliminated to a great extent f'or the veteran in a VeteraneAdministration 
hospital and he is able to accept this without question, thus being less 
anxious for an early discharge than in a community hospital. If' other 
pressures from the life situation he has left are not too pressing, he 
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may be 
may · be 
inclined to hold to the convenience of' hospital lif'e where his needs ii 
satisfied to a greater degree than in the community. The group 11 
living experience with food and lodging provided may give the veteran I 
patient more of the conveniences of' life than his community lif'e offers i 
him. Recreation is of'ten provided and his living expenses may be f'ar 
'i below those he must pay outside. The lack of f'inancial pressure, then, may ll 
make him leu inclined to give up the pleasures of hospital lif'e than the 11 · 
community hospital patient. It may also tend to prolong hie illness. 
' Bradley, Omar N., 1The Veterans Administration•, National Oonf'er-
ence of' Social Work, 1946. 
6 Ross, Elizabeth H., 11 Sooial Work's Responsibility for Veterans•, 
National Oonf'erence of' Social Work, 1946 
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Community hospitals discharge a patient. as soon as his disease has 
been treated medically, but. the veterans hospital may retain the veteran 
patient. 'for physiotherapy or other treatment designed to help the veteran I 
maintain as active a community life as possible upon discharge. Die-
charge planning is greatly helped as the patient. is nearer recovery when 
he returns to home an communi t.y. The longer period of' hospitalization 
also gives ~ patients more time to become attached to the hospital and 
lese ready emotionally to leave. This is important. to consider with many 
of' the veteran patients in planning 'for discharge. 
Another 'factor in the discharge of the veteran is the 'feeling of' the 
veteran and the community that the Veterans Administration should make 
a complete plan for the veteran patient when he leaves the hospital. 
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Sometimes the problems which a patient faces have plagued him so long and I 
I 
are so complicated that it takes some time to find a satisfactory · eolution jl 
I 
I 
and often both Veterans Administration and community resources for hie 
needs are lacking eo that the plan that is arrived at is the best which I 
can be made under the circumstances. The Veterans Administration hospital 
is often obliged to try to work out solutions for the veteran that the 
community hospital would regard as the patient's respons~bility or im-
possible of' solution and diloharge the patient.. 
The Veterans Administration hospital discharge may be held up be-
cause of these factors and it is important for the social worker to 
recognize and learn to make plane as soon as possible. It eapecially 
points up the need for early referral of the patients with a discharge 
problem to social service. 
21. 
Veterans Administration Hospital, Framingham 
The preceding sections of this chapter have brought out ma~ of the 
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general f'actors that apply to this hospital, and tho f'ollowing section wil~ 
deal with · some of the special aspects of it. 'I 
II 
The Veterans Administration Hospital, Framingham, is a thousand bed !' 
,, 
hospital in Framingham, Massachusetts. It was built as an Army hospital '1 
and turned over to the Veterans Administration on October 1, 1946. The 
li Army operated it as a general hospital, and the Veterans Administration 
I 
has continued to operate it as a general, teaching hospital. There are 
some special sections of the hospital, however. 
I' I 
This hospital is one of li 
centers for the treatment of paraplegic veterans. At present, this 
program has lessened as many of the paraplegics have been treated to the 
I• 
II 
Jl 
.I 
point where they could leave the hospital and enter community life. Some lj 
wards of the hospital, however, are still maintained as facilities for the I: 
I
t 
There are also ,j 
II 
treatment of paraplegics who are not ready for discharge. 
wards for the treatment of psychoneurosis and psychosis. A ward is 
maintained for the treatment of' tuberculoue ·veterans. There ie also e. 
li 
,, 
The general 11 
,I 
section f'or the study and treatment of' epilepsy ·and aphasia. 
medical and surgical ward.s have the majority of the patients, however-
A contact department in the hospital sees every patient to handle 
aey of the claims for benefits that.the patient has with the Veterans 
I Administration. There is a P~sical Medicine Department including fa- I 
II cilities for physio-therapy, walking training and .occupational therapy. . I 
i. A section of the Veterans Administration Vocational Rehabilitation program j! 
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is maintained in the hospital for testing, counseling and guidance to 
which veterans in need of this service are referred. 
The Social Service Department was established when the hospital 
came under the Veterans Administration jurisdiction on October 1, 1946. 
Previous to this time under the Army jurisdiction, all social casework 
I 
·I II 
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At the time thie ~~ 
study was done, the Veterans Administration Social Service Department 11 
was done by an American Red Crose unit at the hospital. 
included a director, six social caseworkers and two supervisors covering 
the medical, surgical, and the neuropsychiatric wards. Three of these 
workers and a supervisor covered the medical and surgical wards and it is 
the social casework on these wards with which this study is concerned. 
DUring the school year there are also two students from different schools 
of social work doing casework on these wards. Social service is used on 
a consultation basis by the doctor on all the medical and surgical wards 
and there is universal coverage of the patients on the Tuberculosis ward. 
The Natio~l Epilepsy Unit in the hospital employe a social worker who 
renders service to this gr~up. 
This, then, is the setting in which the patients to be studied are 
receiving treatment. 
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OHAPTER III 
DESORIPTION OF THE PATIENTS STUDIED 
In this chapter the data collected on the patients studiedwill be 
presented. These pati·ents are examined ae a group and some of the 
problems that th~ as a group represent to the Social Service Department 
at Veterans Administration Hospital, · Framingham. To do this, this chapter I 
sets out to answer these general questions previously listed in the first 
chapter a: 
1. A partial answer tot what are some of the ~eneral problems that 
thi~ group of discharge planning cases present to a Medical Social Service 
Department at a Veterans Administration installation such as Veterans 
Administration Hospital, Framingham. 
2. What was the length of stay of these patients! 
'· What was the source of referral to social service of these 
patients? 
4. What was the length of time between the date o~ referral and .the 
date of discharge! 
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5• What was the reason for the time element between the referral and i 
discharge dates? 
Tables 1, 2, '' and 4 point out four general problems that these 
patients as e.: group present to social service. In later chapters other 
general problems for the· Social Service Department wi ll be examined. 
·Table ' 5 gives the Iength .of stay of these patient~ while Table 6 examinee 
·I 
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the source of referral to the hospital .eocial service and the time between I 
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referral and discharge. The term referral in this chapter means the 
referral to the hospital Social Service Department. 
All of these veterans are men with the exception of two women. 
Examination of the age distribution ot this group should show eig-
nificance to social service. 
TABLE l. 
AGE DISTRIBUTION OF PATIENTS STUDIED 
II 
I 
I 
1/ 
I 
i 
i 
=============, I 
Age Groups 
In Year• 
Total Patients 
Number ot Patients 
~ 
8 
10 
14 
25 
__2_ 
66 
This table reveals that the largest number of veterans were bet~~en 
fifty five and sixty tour years of age, representing more than a third ot 
the total. The next largest group is those aged forty five to fifty tour, 
and the thirty five to forty four group is not tar behind. The total of 
these three groups (49) is more than three fourths of the number of 
patients (66). Only eleven patients are younger than thirty five and six 
I 
I 
I 
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I 
This group tends toward the middle aged group II 
with tho median ago about fif'ty. I; 
are older than sixty five. 
II 
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These are a group of men who because of their age, would be expected 11 
to have a fairly stable position in life, making plans for security in 
their later years. 
It is also interesting to note that only six of these patients are 
older than sixty five possibly due to the help that eocial security and 
Old Age Assistance gives to that age group. 
The problem of the age distribution in this group, then, concerns the 
older man who is passing through the most productive years of his life and 
must look forward to the problems of increasing age. 
The next table analyzes the military service status of this group. 
TABLE 2. 
MILITARY SERVICE STATUS 01" PATIENTS STUDIED 
No. of Patients 
Period of Service with a with a 
service connected non service con- Total 
disability nected disability 
World War I 5 28 ~~ 
World War II 15 11 26 
Spanish American War 4 4 
Peace Time Service 
__]_ 2 __.2_ 
Total patients 21 45 66 
This table shows that there were more World War I veterans than 
I 
veterans of ~ other war, and many more veterans being treated for I 
I 
disabilities not connected with their military service than for service 
II 
T 
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I 
connected ones in the World War I group. The World War II veterans are 
fewer in numbe~, but the veterans with a service connected disability 
outnumber those without. There are only seven from the remaining two 
,, 
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I 
I 
categories and only one peacetime veteran of these had a service connected I 
disability for which he was being treated. Of the total number m~re than 
two thirds were being treated for a non service connected disability • . 
,, 
World W.r. II veterans outnumber veterans of other ware by over three I 
fourths (14,914,000 to ~,846,000)7, and yet as shown in this table the 
group studied has more World War I veterans in it. These figures indicate 
that the World War I veterans comprise a much greater proportion of the 
hospitalized veterans who need social service for discharge planning. As 
il 
was seen in Table 1, the group is primarily middle aged and this seems to Jl 
1: be borne out by the figures in this table as World War I veterans would be 11 
II 
expected to be a number of years older than World War II veterans. This I! 
may indicate that the World War I veterans use the Veterans Administration ~~ 
hoe pi tal facilities far out of proportion to their numbers in the veteran \ 
population. 
One of the problems that military service statue presents to social 
service 1e eligibility for services of the Veterans Administration and 
other facilities. The World War II veteran is eligible for many more 
services than the World War I veteran. The World War I veteran in turn 
is eligible for more services than the Spanish American War or Peacetime 
7 Margaret B. Hodges, editor, Social Work Year Book 1949, •veterans 
Benefits and Services•, p 528. 
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I veteran. Also, all Veterans Administration oerYices are available to tho !11 
veteran with a service connected or service aggravated condition that 
needs treatment, but a non service connected disability makes a veteran 
eligible for some but not all of the services. The forgoing table shows 
that two thirds of the veterans in the group studied were being treated 
for a non service connected disability, and this proportion is borne out 
in general hospitalized veterans statistics.8 This indicates that the 
problem of eligibility is an important one in this group studied. 
The problem of eligibility is not strictly a social work probl~ as 
it is up to the contact and administrative departm&nts of the Veterans 
Administration, but the social worker must have a thorough knowledge of 
the benefits for which a given veteran is eligible if adequate plane are 
to be suggested. FUrther discussion of eligibility with the programs 
available falls logically in the later chapter on the use of resources for 
discharge planning. 
To further clarify the composition of this group, a table follows 
on the marital status of these veterans. 
8 Ibid., P• 529• 
I 
TABLE' 
MARITAL STATUS OF PATIENTS STUDIED 
Marital Status 
Single 
llarried 
Divorced 
Separated 
Widowed 
Total Patients 
Number of Patients 
66 
This table shows that the largest number of veterans in this group 
are single. Not far behind are the married men. The divorced, separated, j 
and widowed are considerably lese in proportion to the single and ·married 
men. 
Although population figures show that the largest group of males are 
single, it seems significant in this group since the median age of the 
group is around fifty while in the general population it is twenty nine. 
The general population figures include many of the younger men who have 
not yet married while the composition of this group indicates that most 
are well beyond the usual age of marriage.9 This indicates that the older 
unattached male is well represented in this group of veterans. 
The single, divorced, separated, and widowed veterans constitute 
about two thirds of the .veterans studied. These veterans are often with• 
9 Sixteenth Census of the United States, Population Vol. 2, part 1. 
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out a family home to which to return to and do not have relatives to help I 
The young single man may have parents with whom J 
I 
them plan for discharge. 
he resides, but the elderly man often does not. Planning for the elderly 
IJ 
I 
man must usually include arrangements for a place to stay and, if his 
illness is such that his activity is limited or care is necessary, it 
often is difficult to find a home for him. Here, then, is a pressing 
problem for social service to meet in planning for the unattached male 
veteran. 
The problem of planning with the married veteran is certainly not to 
be minimized. The breadwinner's illness is bound to affect the income, 
relationships, and much of the every day living of his family. On 
returning home he must take up his responsibilities and there probably 
will be financial obligations that will add pressure to these reeponei-
bilitiee. If he must .spend a longer time away from his work than his 
time in the hospital this situation will be fUrther complicated. 
The problems of the unattached male veteran and the married veteran 
with responsibilities are major considerations of the Social Service 
Department. 
The next point of analysis of the composition of this group is by 
occupation. 
--r--
TABLE 4 
OCCUPATION OF PATIENTS BEFORE HOSPITALIZATION 
Occupations* 
Professional and managerial 
Clerical and sales 
Service occupations 
Agricultural, fishery, fostery 
Skilled occupations 
Serid -skilled 
Unskilled 
Unemployed and no other 
information 
Retired 
Student 
Total 
Number of Patients 
~ 
4 
9 
2 
11 
14 
12 
6 
~ 
2 
66 
Percentage 
of Patients 
4.5 
6.1 
1~.7 
~.o 
16.7 
21.2 
18.2 
9.1 
4.5 
~.o 
100.0 
*Table prepared with the use of the Dictionary of Occupational Titlee 
The largest groups represented here are skilled, semi skilled, and 
unskilled occupations. They comprise together about one half of the 
total group. These figures seem to be out of proportion to the national 
occupational figures where craftsmen, foremen, etc. plus unskilled 
laborers represent only about twenty percent of the male occupational 
groups. It is interesting that the largest percentage on the national 
scale is clerical and sales, but only four patients in this group fall in 
this occupational group. The figures for Massachusetts would be expected 
to very from those of the national to the advantage of the skilled, semi-
skilled, and unskilled occupations because of the fact that Massachusetts 
I 
I 
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I 
is an industrial section of the country. It would not seem that these 
figures would var.y this much, however. Although most of these patients 
probably are from ~Aesachusetts the writer has little information about 
this to make any conclusion. The other figures in this table do not seem 
to have significant variation.lO 
Since the agee of these veterans tend to be around fifty as is shown 
in Table 1, they would have ordinarily been working for about twenty-five 
years and have a pretty stable life worked . out for themselves. Savings, 
insurance, and company or union plans for sickness, etc. should be 
available to them in working out plane for discharge. 
The occupations of these veterans indicate that they predominantly 
are industrial workers since 56.1% are in skilled, semi-skilled, and 
unskilled occupations. 
These tablee point out some of the general problems that the group 
pre~ents to the Social Service Department at Framingham Veteran• Adminis-
I 
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:-:::: men vho have reached an age whore their ~~ 
Second - Their eligibility for some of the services to veterans I 
is dependent on which war they served in, and whether they were 
tration Hospital. 
disabled during that service. 
Third - The unattached male veteran generally has different 
problems from the married veteran and represents a large 
10 Sixteenth Census of the United States, Population, Vol. 2, part 1 
Summary of the United States. 
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proportion of the cases. 
Fourth - They are mostly industrial workers with skilled, semi-
skilled, and unskilled employment. 
Tables 5 and 6 will answer the general questions two and three 
leading to a discussion of answers to general questions four and five. 
Table 5 examinee the length of stay of these patients. 
TABLE 5 
LENGTH OF HOSPITAL STAY 
Length of Time Number of Patients 
0 to less than 1 month 11 
1 II It • 2 months 15 
2 
" 
It 
" 
' 
" 7 
' 
II • • 4 II 9 
4 n • • 6 • 6 
6 
" • • 8 
II 4 
8 
" 
It II 1 year 5 
1 year and over 4 
Did not leave hospital __2_ 
Total Patients 66 
This table shows that the largest number of patients stayed in the 
hospital from one to two months. The next largest number came in the lese 
than a month category. One half stayed lees than three months, and about 
two thirds lese than tour months. Those patients who stayed in the 
hospital more than tour months are pretty evenly divided. More than a 
third of the patients left the hospital in lese than two months. Five 
patients did not leave the hospital by the end of March 1949. 
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The majority of' cases spent three months or lees in the hospital, 
and, considering that these patients are known to have a problem of' 
discharge planning, this is a short length of stay in the hospital. 
The next table examinee the referral of these patients by source 
and service. 
TABLE 6 
REFERRAL OF PATIENTS BY SOURCE AND SERVICE 
Service 
Source Discharge Discharge Planning other Total 
Planning and other service Service 
Ward Doctor ;9 8 5 52 
Self Referral 5 0 4 9 
other Hospital Personnel 1 0 2 
' Other 0 _!_ _L _g_ 
Total patients 45 9 12 66 
More than half' of these veterans were referred by the ward doctor 
for discharge planning only. Over three fourths of the referrals to 
social service were made by the ward doctor. Veterans who referred 
themselves to social eervice were the next largeeti"group though a small 
There were few referrals to social service than these by other sources. 
Forty five of these veterans were referred to social service for 
discharge planning and nine for discharge planning with other service 
also. Twelve of these veterans were referred to social service for other 
II Jl oorvico thaD diachargo planning ~em which discharge planning ovolv&d. 
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The other services to the veteran might include casework service to the 
patient while in the hospital in connection with his treatment · or 
arrangements for financial aid to the veteran 1 s family. It is interesting I 
that in this group most of' the referrals to social service are for 
discharge planning so that the type of service that the patient needs from 
social service has been recognized before the veteran was brought to the 
attention of social service. Some of the cases referred earlier in the 
hospital treatment for other service would have been referred to social 
service for discharge planning later in all probability. 
Next the matter of the time between referral to social service and 
discharge and the reason for this time element will be examined. In the 
case of only three veterans, one day was the time between referral and 
discharge indicating that social service seldom has to make plans this 
hurriedly. In seven cases the time lapse was less than a week. The 
largest number of cases fell in the period of one week to a month. The 
next largest was one to two months. Two to three months include tiYe 
cases while fourteen were three months and over. Five as previously 
mentioned were not discharged by the time the material was gathered. In 
examining this material it was found that in approximately twenty-three 
cases the time was due to the need for discharge planning and in about ten 
cases the time· lapse was over one week and less than one month. In about 
fifteen of these cases the planning took less than one month. Eight of' 
service with or without discharge planning, eo that the medical treatment 
would not be completed at the time of referral to social service. About 
eighteen more were held for medical or dental reasons, and about eight for 
other hospital service such as Vocational Rehabilitation and Education 
evaluation or transfer to another hospital or domicile. 
In general it may be said, then, that social service discharge 
plaDning takes lees than a month. A person referring a patient for 
diacbarge planning might expect the planning to take a matter of a week 
or more and if possible make the referral more than a week before the 
expeot•d discharge. 
The foregoing section on the length of hospital st~, referrals to 
social service and the time between the referral to social service and the 
discharge of these veterans indicate some of the considerations of which 
the Social Service Department must take cognizance ae a representative of 
the hospital. This is ture of social service in any hospital, and gives 
the social worker of necessity some authority. in the casework service that 
is being given to the veteran. The need for discharge within a reasonable 
time is certainly of great importance if. the Veterans Administration 
hospital is to serve the veteran population and the long waiting list of 
veterans in need of treatment. This authority as a representative of the 
hospital does, however, become a problem for the caseworker in some 
instances where the· veteran may feel that the discharge is premature. 
This is seldom the case, however, and the authority of the caseworker in 
consideration of the need for discharge within a reasonable time often 
lends impetus to the patient in reaching a decision as to hie plane for 
I 
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discharge. 
In this chapter it is seen that the Social Service Department has 
been asked to give casework help in planning for discharge to middle aged 
men who vary as to eligibility for Veterans Administration services, ma.ny 
of whom are unattached to a familf group with different problems than the 
married man, and who usually are industrial -workers. The majority of 
these veterans had been in the hospital three. months or lese, and most of 
them were referred to social service by the ward doctor for discharge 
planning lese than a month before discharge. Most of theiilt also, were 
completing other hospital service during the time between the referral 
to social service and the discharge. The caseworker must primarily 
understand the veteran and his situation while keeping in mind as a 
representative of the hospital the need for discharge within a reasonable 
time. 
CHAPTER IV 
THE NEEDS FOR SERVICE OF PATI ENTS FACING DISCHARGE 
The needs for service of the individual patients are the subject of 
this chapter, and it will be concerned with general questions six, seven, 
eigh~and nine: 
~ What are the diagnoses represented? 
7• What are the medical needs of these patients in regard to 
discharge planning? 
8. What are the social needs of these patients in relation to 
discharge planning? 
9. What is the interrelationship between the medical and 
social needs? 
The answer to question 6 will be found in Table 7 while an answer to 
the other questions will be found in Table 8 and the case illustrations 
that follow Table 8. 
Table 7 lists the final diagnoses of the patients studied. The final 
diagnosis noted here may not be the only final diagnosis on the medical 
record, but it is the first final diagnosis listed and therefore assumed to 
be the primary diagnosis of the patient. 
~--
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TABLE 7 
FIRST FINAL DIAGNOSIS OF PATIENTS STUDIED* 
Diagnosis Number 
I. Infectious and Parasitic Diseases 
Tuberculosis of the respiratory system 
• .. • bones and joints 
II • • lymphatic system 
" • 
I meninges and central nervous system 
II. Neoplasms 
Mali~nt neoplasms of the male genital organs 
• " the digestive organa 
Other malignant neoplasm 
III. Rheumatic Fever of the Endocrine Glands and Nutrition, 
and other General Diseases 
Rheumatic fever 
· Diabetes mellitus 
VI. Diseases of the Nervous System and Sense Organs, 
Including Mental Disorders 
Diseases of the cranial, sympathetic and peripheral 
nerves 
Mental and Nervous Diseases 
V~I.Diseaaes of the Circulatory System 
Chronic rheumatic heart disease 
HYpertensive cardiovascular disease 
other diseases of the heart 
Hypertensive vascular disease 
Varicose vein• 
of Patients 
7 
1 
1 
1 
10 
1 
2 
1 
4 
1 
+ 
2 
2 
6 
2 
1 
1~ 
/7• 
TABLE 7 (Oon 1t) 
VI~I. Di·seases of the Respiratory System 
Bronchitis 
Pneumonia atypical 
Pleurisy with effusion 
Pulmonary emphysema 
IX. Diseases of the Digestive System 
Diseases of the buccal cavity and esophagus 
Ulcer of the stomach and intestines 
Diseases of liver and gall bladder 
X. Diseases of the Genito-Urinary System 
Diseases of the kidneys ·and ureter• 
• • • prostate 
XII. Diseases of the Skin 
Psoriasis 
Dermatitis venenata 
XIII. Diseases of the Bones and Organs of Movement 
Arthritis 
Pea Planus 
XI¥. Congenital Malformations 
1 
1 
1 
+ 
1 
2 
1 
T 
1 
2 
T 
1 
+ 
1 
_!_ 
2 
Congenital duplication of right kidney and ureter 1 
XVI. other and Ill-defined Diseases 
Strain lumbosacral 1 
TABLI 7 (Con1t) 
lYII. Injuries and Poisonings 
Comminuted fracture, right femoral 
Amputation, mid thigh, left 
Cases undiagnosed or on leave from hospital 
Total 
1 
1 
2 
7 
66 
*The classifications used for this table are from a list of 
diagnosis categories for Morbidity Tabulations compiled by the United 
States Public Health Service. 
The largest category as shown in this table is 1 Diseases of the 
Circulatory System•. This is consistent with figures on chronic diseases 
which list 1. heart disease, 2. arteriosclerosis and hypertensionll and 
both of these are included in this category. 
The next largest group is that of tuberculosis. This may be ex-
plained by the fact that social service maintains one hundred percent 
coverage of this ward and tuberculosis is a disease where the social 
problems are complicated by the nature of the disease and the extended 
period of hospitalization needed. The pati~nts as well as the doctors 
get to know the social worker and what services are available. 
The other categories run from one to six and seem pretty evenly 
divided. 
There are seven cases where the patients were undiagnosed or with no 
final diagnosis. In one case there was no diagnosis. In another the 
patient went home on leave so that no diagnosis vas given on the medical 
record. The other five were not discharged as appears in other tables. 
Although initial diagnoses appear on all cases these were not tabu-
lated since they were often changed in the final diagnosis as the result 
of hospital treatment which had a definite bearing on their medical needs 
in relation to discharge planning. 
The significant thing that is found about these diagnoses is that all 
but five of these cases with a final diagnosis listed have a diagnosis 
11 'Chronic Illness", Social Work Year Book 1949. Margaret B. 
Hodges, editor. New York: Russell Sage Foundation, 1949. P• 110. 
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that either appears on Hilliards list of specific chronic diseasesl2 or 
can develop into a chronic form of the illness diagnosed. This shows 
that the diagnoses represented here are almost entirely chronic diseases. 
This is consistent with the present trend in medicine since the chronic 
diseases are becoming the major problem. · In the past, the infectious 
diseases have been the primary concern of hospitals and have been the moat 
important problem for hospitals as causes of illness and death. Now, 
however, Public Health programs have prevented maternal and infant mor-
tality as well as childhood deaths from communicable disease. The 
population has aged progressively, the birth rate decreased, and immi-
gration has sharply declined. These factors have increased the numbers 
that now survive into middle and later life when chronic disease develop 
so that chronic diseases have emerged indisputably as the major causes of 
illness, disability and death.l~ 
It is well here to look for a definition of chronic illness. For 
the purpose of this study one definition by Dr. Edward s. Rogers will 
applyz 
A disease that may be expected to require an extended 
period of medical supervision ~d/or hospital, institutional, 
nursing, or supervisory care.l4 
12 Raymond M. Hilliard, nohronic Illnessl Major Cause of Dependency•, 
Surv!Y Midmonthly, 
1~ 10hronic Illness• Social Work Year Book 1949 ~· ~., 
14 ~., P• 109 
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Where in the case o~ acute illness a ~airly short duration of the disease 
would bring cure or death, here is illness that requires a good deal o~ 
care and time. The patient is liable to be unable to operate as an 
active person or to care for himself completely for a considerable period. 
The illness may get progressively worse· as time elapses and necessitate 
more and more limitation of activity and care. This means that the 
problem o~ chronic illness is one that needs a great deal o~ attention i~ 
the medical needs of the patients are to be met. 
The extent of the chronic illness problem can be seen in the data of 
the National Health SurTe.y when which estimated that 25,000,000 persons, 
th 
more than a six/of the population, have a chronic disease and this 
figure will probably increase as the age of the population increaees.l5 
The significant thing about the diagnose• represented by these 
patients is that almost five sixths of them have a chronic disease or a 
condition that could become chronic. As a corollary to that is found that 
almost half of these oases have more than one chronic illness diagnosed. 
A further examination of those cases with more than one diagnosis shows 
that forty six of these cases had other diagnoses. In only seven of 
these, the other diagnoses were not a disabling factor to the patient. 
In thirty one cases these other diagnoses were a complicating disabling 
factor, and in the remaining eight cases they were the main disabling 
factor. 
15 ~., P• 110. 
These diagnoses reveal that they are almost entirely chronic 
illnesses and that in more than half of the cases there was another 
chronic disease present complicating the medical problem. 
The medical needs of these patients, then, will be those of the 
chronically ill. Chronic illness means long term illness with a degree 
of curtailment of the normal activity of the healthy individual. Conse-
quentlY, the curtailment of activity and the length of time of this 
curtail ment will be the primary considerations in examining the medical 
needs. 
Three general categories have been chosen to illustrate these 
primary medical needs. They area 
1. Early Active Life 
2. Delayed Active Life 
'• Permanently Restricted Life 
These classifications indicate the amount of time that the disease 
is expected to disable the patient in his community life and activity and 
to a degree indicate the amount of curtailment that is involved in these 
illnesses. The classifications have been made with regard to the doctor's 
explanation of the medical problem and prognosis as well as hie recom-
mendations for the patient's life after discharge. 
The Early Active Life group can immediately return to a program of 
work and the various other activities which were a part of his lite in 
the community before his admission to the hospital. The patient in the 
Delayed Active Life Group should have a period of convalescence before 
undertaking all hie normal pursuits. The Permanently Restricted Life 
group will have great curtailment of their activity for an extended 
period of time or permanently. 
In the first category of Early Active Life, the term active is used 
loosely. In nearly all of these cases there is some limitation of activi-
ty. In these cases the limitations did not seem to affect the early 
empl~ent or self support and self care of the veteran in the community. 
In general, these patients could take on a fairly normal progam of activi-
ty with. some restrictions as to type of employment, living conditions and 
often with the use of community resources for help around problema af-
fecting their medical condition. There were twenty-three veterans classi-
fied in this group. 
The limitations of this group fell into two categories those with 
personality limitations and those with physical limitations. Personality 
limitations are those conditione not directly related to medical co~ 
ditione which affect the patient 1s emotional life, community adjustment 
and/or medical condition. The personality limitations were the most 
numer.oue under this category of Early Active Life. The p~eical limi-
tations were those that demanded sedentary or light work, graduated 
activity and one patient needed a prosthetic appliance. Six of these 
patients had no substantial limitation of their activity. 
The first medical need of some of these veterans, then, is for an 
early active life with or without planning for personality or physical 
limitations of their activity in the community. 
The next category is that of delayed active life. These patients 
are those whose illness requires a good deal of limitation of activity 
for a period after discharge. They will, however, be able to return to 
a fairly active community life after discharge. Although extended care 
with physiotherapy, occupational therapy,.. etc., is given to the veteran 
patient at this hospital in accordance with Veterans Administration 
policy, these patient~ need a period of convalescence beyond this. The 
I 1. limitation of activity is also greater in most of these cases. ll'ifteen 
cases fall in this group. 
In the Delayed Active Life group, physical and personality limi-
tations can also be seen. The physical limitations in this group, 
however, are the most numerous. Sedentary or light work and graduated 
activity are about equa·lly frequent. Most of the tuberculosis patients 
come into this group and need graduated activity in their convalescence. 
The personality limitations in this group, however, are much lese frequent. 
In the Delayed Active Life group the medical needs are more limiting 
to the veteran and personality and physical limitations also occur. 
The veterans in the third category must live a restricted life. 
Emplo,Yment often is out of the question and ma~ are unable to take the 
simplest care of themselves. These patients can not expect ever to 
return to a very great degree of activity. With most of these veterans 
their chronic illness has reached ·the stage of chronic invalidism. About 
1,,00,000 people in the United States are .at the point of complete 
I 
1 ~o. 
r invalidieml6 or one out of every 110 peoplel7. The chronic invalid ie a 
serious problem to himself, hie family, and the community so that these 
tend to be more difficult cases for social service to find a solution 
to the problem. There are twenty-six cases in this category. 
In the Restricted Life group the limitations are quite disabling 
and the medical needs somewhat different than those in the other two 
groupe. By far the largest number have physical limitations. These 
physical limitations demand a substantial amount of care without ac• 
tivity, care with a limited amount of activity. Some of these patients 
must have a protected setting such as ~n institution or a light work 
activity in a work shop for the handicapped. 
The medical needs of the restricted life group are somewhat differ-
ent from those of the other two because of their chronic invalidism and 
are concerned with the care of the patient and only a very limited 
amount of activity. 
It is now possible to say that the medical needs of these patients 
require a 
active community life with or without physical or personality 
limitations, 
a convalescent period with physical or personality limitations 
before active life in the community, 
a restricted life with physical or personality limitations 
demanding continued care and little or no activity in the community. 
16 Ibid., P• 110 
17 Hilliard, ~· cit., P• )08 
M~ social needs stem from the curtailment of activity and the 
length of time that the patient must be inactive. The social needs of 
these patients seem to this writer to surround: 
1. Living conditions 
2. Special care 
;. Empla,rment 
4. Financial arrangements 
The social need of living conditions may be defined as the housing 
and family constellation to which the veteran is to return. Special 
care is used here to cover out patient treatment, medical or p~chiatric, 
follow up examination at the hospital, medical care which the veteran 
can give to himself or needs for hospital or protected setting care. 
Employment is a social need of finding or changing a job. Financial 
arrangements covers need for a pension or financial assistance, or 
budgeting and planning finances. 
One or more of these social needs is present in all of these cases. 
In most of them, however, the primary need could be seen, and the cases 
have been classified as to this primary need with reference to the 
social problem and the social worker's activity and recommendations ae 
described in the social service case record. 
The first social need of these patients is living conditions as it 
appears to be primary in twenty-seven cases. In these cases the un-
willingness of the veteran to return to hie family is striking. In 
many cases the patient was dissatisfied with the dependent position that 
his illness forced him to assume in his family life. Others were 
dissatisfied with their family life in general. Veterans with no family 
to help them presented quite a problem in this group. The families of 
some of these veterans were unwilling or unable to assume the responsi-
bility for th~m. In most cases they had no room or the family life 
arrangements would not be adequate for the veteran's needs. Another 
group needed housing for themselves and often for their families. 
The social need of living conditions stems from the patient's 
feeling about hie family life or its inability to fill hie needs, no 
family to help him, or lack of housing. 
The second need of special care after discharge occurred in fifteen 
cases. The need for nursing service was the largest in this group, be-
cause of the patient'-s inability to care for himself and the inability of 
the family to take on this care. Ps,ychiatric service seemed to be next 
in importance. Because of the need for treatment for the emotional 
component of their illness or a previously poor community adjustment, 
these patients needed psychiatric help while pursuing their community 
life. Further medical treatment also occurred but could usually be 
handled by the patient himself. The social need for special care, there-
fore, is primarily composed of the need for nursing or psychiatric 
service outside the hospital. 
The third social need of these veterans is employment and here also 
fifteen cases are represented. The employment problem for these patients 
involved either job finding or a change of work because of the veteran1s 
physical condition. The change of work problem seemed to be the most 
frequent and usually was accompanied by a need for training for a new 
.?V• 
occupation. In both those cases involving change of job and job finding 
the veteran's attitude toward working or changing hie occupation was a 
problem for social service. 
The fourth social need is that of financial arrangements and occurs 
in nine cases. In these cases the veteran needed financial assistance or 
pension to get along in the community. In many of these cases both 
assistance and pension were involved. 
It is important again to say that these primary social needs as 
classified in this section are not mutually exclusive and the needs in one 
classification occur in many other classifications. 
It is now clear that the social needs of these patients are for 
adequate: 
living conditione with or without hie family, 
special care of nursing, psychiatric or medical service, 
employment in a suitable job, and 
financial arrangements of assistance or pension. 
Tied up with an evaluation of both medical and social needs of 
patients with chronic illness is the matter of the number of admissions 
of these patients. Nineteen of these patients either had a previous 
admission or were readmitted after the hospitalization studied. In 
eleven cases the admission studied here was the second. In one of these 
cases the patient was readmitted after this discharge. In four cases 
this w·as · the third admission, and in four cases there was a readmission 
after discharge. Unless the medical and social needs of these patients 
are satisfied, there are liable to be fUrther hospitalizations and 
. "~,I I I 1: _-<. 
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disability for the same disease and the percentage of chronic invalids 
~~. will increase. 
present chronic invalidism is now preventable.l8 
It is estimated that approximately twenty percent of our 
The interrelationship of the medical and social needs of these 
veterans may now be examined. Combined with this may also be seen the 
disposition recommended by the staff and the actual disposition of these 
patients in Table 8 which followsa 
18 !E..!!• P• ~10. 
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TABLE 8 
PRIMARY NEED OF SERVICE, REOOM~1ENDED AND ACTUAL DISPOSITION OF THESE OASES 
~imary Need of Service I No. Recommended Disposition ~o. ! Actual Disposition I ~o. ; 
Lving Conditions ' 8 
~ecial Care 7 
nployment 5 
lnancial arrangements . 3 
Total 
mployment 6 
~~~~~~~~~~~~. ~ 
Early Active Life 
Previous arrangements 8 
Out patient treatment ••••••• 5 
Self Care ••••••••••••••••••• g___ 
7 
Job finding 5 
Assistance 
----
Previous ·arrangements 8 
Self care ••••••••••••• ~ 
VA facility ••••••••••• 3: 
Community reeource •••• !L_ 
!7 
t 
USES••••••••••••••••••2: 
VA facility ••••••••••• ! 
Previous job •••••••••• l 
other resource •••••••• ! ! 
-
· 5 
Veteran's Benefits •••• l ' 
Community aid ••••••••• l : 
Aid denied •••••••••••• ~ ,, 
23 . 
' 
xxxxxxxxxxxxx.xxxxxxxxxxxxxxxxxxxxxxxx 
Delayed Active Life 
Job training••••••••••••••••' 
Graduated Activity •••••••••• 2 
Light work •••••••••••••••••• 1: 
VA facilitY••••••••••3 
:''Previous employment •• 1 
·usEs •••.•••• ••.••••• ~l 
~ Own efforts •••••••••• ~ 
6 
i.ving conditione 4 
Lnancial arrangements . 4 
1ecial care 1 
.Total 
l~ 
I 
ving conditions 
ecial care 7 
ployment 4 
~cial arrangements 2 
Total 
Grand Total 
TABLE 8 (Oon 1t) 
House finding ••••••••••••••• ~ jVA facility & own • 
With familY••••••••••••·····~ efforts ••••••••••••• ~ ' 
l.q. jFami ly and community i 
I 
1 
agency ••••••••••••• ·~ 
I I 
j 
Aid•••••••••••••••••••••••••~ 1 jVeteran1 s Benefit•••··~ : 
VA pension •••••••••••••••••• !_L__ ;No intormation •••••••• 1 f 
j 4~ l ~ 
i I I : 
Out patient treatment . 1 jself'"care 
-.-- , 
15 : 
xxxxxxxxxxxxxxx~ 
Restricted Life 
FamilY••••••••••••••••••••••6 ~ ;PamilY••••••••••••••••6 
Non medical institution ••• ••5 ·~ : Odmmunity ••••••••••••• 4~ 
Community ••••••••••••••••••• _4~~- 1 Medical institution ••• ~ 
' 
• · •15 l Non medical insti-
·. I tution ••••••••••••• 2 • 
- · .15 I 
Medical institution ••••••••• 4 : Remain in hospita1 •••• 4 
Community facilitY•••••••···~'-;~_! other hospital •••••••• 2 
7 ; Family and community ; 
Job change 
Aid 
facility ••••••••••• !___ ~ 
4 1 Sheltered emp1qyment •• 2 
: vA training····~······l 
' Own etforts ••••••••••• 1 
7 ! 
~ 
•Veteran's Benefits • 2 
The preceding table will be divided into its three parte for clarity 
with explanations following. 
Social Needs 
Living Conditions 
Special Oa.re 
Employment 
Financial Arrangements 
Total 
TABLE 9 
. PRIMARY NEED OF SERVICE 
J 
j Medical Needs f 
~rly Active !Delayed Active \Permanently Ree Total l 
l Life I Lif'e ; etricted Lite ; 
; ; i 
; ! 
8 
7 
5 
' 
4 
1 
6 
4 
15 
15 
7 
4 
2 
28 
~ 27 1 ~ 15 
15 
9 
66 
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These cases are now grouped so · that the relative importance of the I 
primary social needs of these patients in relation to their primary medi- I 
cal needs becomes clear. In the Early Active Life group changes in living 
conditions are most frequently recommended, with special care close behind 
while employment and financial arrangements follow in that order. In 
many of these cases the social need is of great importance since the medi-
cal limitations are not as great as in other groupe. The Delayed Active 
Life group lists employment as the most frequent primary social need. 
Living conditions and financial arrangements are equally prevalent while 
special care is primary in only one case. In this group quite serious 
medical limitations of activity point up the need for careful planning for 
the social needs involved. The medical needs of the patients in the Re-
stricted Life group are of primary importance because of the degree of 
disability represented. Living conditions is by far the most frequent 
social need and special care, employment, and financial arrangements follow 
in that order. The social needs of these patients are difficult to satisf.y 
in this group because of the amount of care that is usually involved. 
The first group under Early Active Life is living conditione. In 
this group the primary problems seemed to be the attitude of these veterans 
toward the living conditione available to them. These veterans either were 
faced with liYing alone in rooming houses or with family. Dissatisfaction 
with the living arrangements provided by family was the biggest factor 
while one patient felt that hie old arrangements were no longer available. 
Another veteran whose social situation was detrimental to his condition 
showed no desire for a change• however. The caseworker involved clarifYing 
with the patient the arrangements possible toward changing hie attitude 
toward them. 
The Early Active Life group with epecial care as their primary social 
need ehowed principally personality problems which needed psychiatric 
treatment in the community. A woman veteran was found to be pregnant and 
needed to make plans for confinement and social service help around the 
problem of illegitimacy. Two of these patients had to handle their own 
medical treatment for diabetes in the community, and a detailed case 
illustration of one of these should further clarify the primary medical 
need of early active life and the primary social need of special care. 
This is a case of a forty-one year old veteran of World 
War I who was married and had one child. The veteran was treated. 
for diabetes for his third admission and he had been so lax about 
hie medical regime that the ward doctor referred him to social 
service for clarification of his need of caring for himself in 
the community. His occupation of truck driver exposed him to 
irregular meals of food not on a diabetic diet. The social worker 
worked closely with the doctor in discussing with the patient his 
need of self care and found that the patient had a fairly good 
understanding of hi"s condition. The diabetic colapse that had 
resulted in his hospitalization had frightened him to the 
realization of his need for the medical regime and he planned 
to foliow hie diet and insulin more carefully and return to the 
hospital for follow up examinations. The veteran also considered 
buying a chicken farm and giving up truck driving. It wae 
learned later that he had an accident while driving his truck 
after discharge and was now taking active steps to obtain the 
chicken farm. 
This patient had limitations which affect his life in the community, 
but if he follows the medical regime of self care prescribed for the 
diabetic he can lead a very active life. There is no need for a period 
of convalescence before engaging in an active program either. The 
special care involved ie the veteran's administering hie own insulin and 
II 
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/1 following hie prescribed diet. Another aspect of the special care need 
r 
is that of the follow up examination at the hospital. The social service 
involved here shows the worker discussing thoroughly with the veteran hie 
need for this special care and hie plane for following through on it. 
Casework is also seen helping this veteran to see his need to change his 
way of living to conform to hie medical needs. His attitude toward hie 
disease had apparently already changed toward one conducive to a better 
community adjustment. These discussions with the veteran are carried on 
with consultation with the doctor which ie very important for the case-
worker to get a feeling the individual medical and personal make up of the 
veteran. Further possible activity -in this case might have involved advice! 
on starting the chicken farm, discussion with the family of his needs and 
contact with the local doctor relative to his condition at discharge and 
plane. 
The next social need under Early Active Life is that of employment. 
These veterans could go back to work soon but their problem was finding a 
job. Three of these veterans in addition to the employment problem had no 
home or family to take them in. These veterans as well as another whose 
attitude toward his illness needed change were handicapped by attitudes 
of discouragement about their employment possibilities and living con-
ditions. In another case employment for the veteran's wife was the main 
problem for social service. In this group the attitude of the veterans 
again stands out as a factor affecting their need for employment and seems 
to be the area in which casework service is most needed. 
• 
The last social need in the Early Active Life group is that of fi-
nancial arrangements. All of these patients had few physical limitations 
and little motivation toward an active life since they were all living 
alone. Here again the attitude of these veterans toward their needs is 
important. One quite consciously desired to be dependent without much 
~ etivity, another felt that he was more disabled than he was, and the 
third was concerned about the separation from his wife and the support 
that was needed for his family to fulfill the stipulations of his court 
probation for nonsupport. All of these veterans needed public assistance 
in the community until they could find income to support themselves. 
With this group of Early Active Life veterans, it is striking that 
their attitudes toward their living conditions, special care, employment, 
and financial arrangements emerge as the most important factor affecting 
the planning for discharge. The satisfactory working out of their person-
al and social needs in general takes precedence over their medical needs 
in relation to the success of their community adjustment and future health. 
In the Delayed Active Life group, employment takes precedence as the 
most frequent social need. The need for a job change was present in all 
these cases, and the matter of training for another job came up in every 
case but one. The attitude of these veterans toward the training program 
available was a big factor again in the casework with the veterans. One 
veteran showed. a negative attitude toward the Veterans Administration 
while another was so passive that he failed to participate very actively 
in the planning for training. A third had been quite successful in his 
previous work and wanted to try to continue with it while another did not 
~-
want to go to school as a part of the training program. These attitudes 
were difficult to overcome to make a plan that would insure future health. 
All but one of these veterans had been treated for tuberculosis and most 
needed a graduated activity program, though in one case arthritis was more 
limiting to the patient than the after effects of tuberculosis. The other 
veteran was quite handicapped by arthritis and plane for change of em-
ployment were left with hie previous employer. The amount of limitation 
of activity and the need of job change because of medical needs made it 
advisable that there be a period of comparatively little activity before 
an active community life was undertaken. A case illustration from this 
group will point this up. 
A twenty year old veteran of World War II who was married 
with o~e child, had tuberculosis which had improved to the point 
where he could resume work. His infection had affected his wrist 
movement. Hie previous occupation was ·truck driving which ne-
cessitated much wrist movement so that a change of occupation 
was recommended by the doctor. A Vocational Rehabilitation and 
Education evaluation at the hospital suggested that watch repair 
was in order. Social Service worked in close cooperation with 
the doctor and Vocational Rehabilitation in making a plan for the 
veteran to receive training for hie new occupation at a community 
agency. The veteran was somewhat reluctant to use the Veterans 
Administration facilities for Vocational Rehabilitation and Region-
al Office social service because of lack of confidence in the 
Veterans Administration, but a plan was made with the patient 
to return to his home with Regional Office social service .to give 
what help the veteran requested. He was to commute to the com-
munity agency for employment training which was some distance from 
hie home, but the doctor felt that he was medically ready to under-
take this plan. The veteran was to receive follow up examination 
at Framingham and he reported that he had made arrangements for 
this training. Regional Office social service later reported that 
reactivation of the tuberculosis had come soon after he entered 
training. 
This case illustrates the facilities which the Veterans Administration 
provides for men with service connected or service aggravated conditions 
to receive vocational rehabilitation and help in planning to meet a change 
of occupation need. The veteran's lack of confidence · in the Veterans 
Administration help and facilities blocked somewhat hie use of these 
facilities, but Veterans Administration help could take him from hie hospi-
tal treatment to placement in a job with provision for his needs and those 
of his family. 
The next group involved these needing changes in living arrangements. 
All of these vete7ans had medical needs which were quite limiting to their 
immediate activity but different diagnoses. All but one of these veterans 
were unattached to a family group. Attitude again was a strong factor. 
One veteran had much feeling about accepting any kind of dependency except 
that of domiciliary care by the Veterans Administration. A second had such 
great personality difficulty that the surgery that was performed might 
result in the development of mental disease. A case illustration of 
another case will serve to elaborate further the problem of living con-
ditions for patients needing a period before taking on an active life. 
This is the case of a twenty-eight year old male veteran of 
World War II who was treated at the Veterans Administration Hospital, 
Framingham, for tuberculosis. The veteran was known to social service 
previously for service in connection with planning around his 
Australian war bride and their baby's living arrangements and fi-
nancial problems. The wife and child at this time were living with 
the patient's brother and his family and there was friction in thie 
arrangement. At this time the service of a local agency was enlisted 
to help the wife plan around this problem. The present contact began 
about the veteran's concern over financial difficulty, but the 
friction of the wife's living arrangements became the .central problem 
and she and the child went to visit an Australian friend of here out 
of the state. When the problem of discharge of the veteran became 
paramount there was no home to which the veteran could return. 
Social service contacted the veterans' housing unit in the home com-
munity and the one for Greater Boston without success for the 
immediate future. The Veterans Administration social service unit in 
the local community of the state in which the wife and child were 
visiting also had no success in locating housing for the family there.
1 Subsequent to these attempts, the veteran arranged to rent for the 
summer the New Hampshire home of a staff member whom he met while in 
the hospital. The Veterans Administration social service of the New 
Hampshire community were to give what help the family needed at this · 
place. The veteran should limit work for three or four months and 
restrict his activity for a year after discharge. A post-discharge 
letter from the Veterans Administration social service report8that 
the family was contented with the new surroundings where the 
neighbors were of great help and support to them. 
In this case the attitude of this veteran's wife toward his relatives when 
she was living with them made the use of these relatives impossible for 
their pressing housing need. This is not to say that her attitude was 
unreasonable, but the friction in the family ruled out a possible resource. 
Social service contacted what resources were .available in the community, 
but no possibilities were forthcoming because of the housing need which is I 
prevalent. Only through a chance arrangement not worked out by social 
service was the veteran able to obtain the summer home of one of the 
hospital employees to fill this need. This veteran also had tuberculosis 
and a need for graduated activity before undertaking a fully active life. 
In this case the Veterans Administration regional office was used to good 
advantage to follow up on the community adjustment of this veteran. 
1 The next group include those needing help with financial arrangements. 
All but one of these veterans needed financial assistance, and in this case 
a pension was the primary concern. Attitude again played a large part in 
this group. One veteran's previous inability to adjust to a Veteran's 
Benefit budget was a problem related to attitude. Another's attitude 
toward the disability of his illness was a factor as well as his desire 
for a pension. Another was eo passive that he had little motivation 
toward working out an active community adjustment. All of these veterans 
needed a period before returning to an active life with definite limi-
tations. A case illustration again should clarify the relationship between 
the medical need of delayed active life and financial arrangements. 
This patient was a fifty year old veteran of World War I 
who was hospitalized for an operation.on the prostate gland. 
Subsequent to this operation the doctor felt that he would need 
a period of --convalescence before returning to doing heavy work. 
The veteran was divorced and living with f'riends. He was reticent 
to withdraw the retirement money he had saved in order to pay 
board until hie return to wo.rk so that financial assistance was 
his primary need. Social service got in touch with the Veteran 1 s 
Benefit agent and he was ready to handle this assistance after 
discharge. Therefore, the discharge plan was for the veteran to 
return to the friend's home receiving aid to pay them for their 
care during hie convalescence. 
Here is a patient recovering from surgery who needs a period of time with 
little activity before he returns to work. The need is seen to. be for 
financial assistance, and a call to the assistance agency handling veter-
ana needs enlists their activity. 
The last social need under Delayed Active Life ie that of special 
care with one case represented. Thia veteran had been treated for 
tuberculosis and needed a period of graduated activity before a fully 
active community life was undertaken. It was felt that the veteran also 
had a personality problem of a well defined anxiety neurosis so that a 
referral from social service to the Veterans Administration Mental Hygiene 
Clinic was recommended. Hie special care would be psychiatric treatment 
in the community, and follow up examinations for hie tuberculosis at the 
hospital. This veteran did not follow through on the referral from social 
service to the Veterans Administration Mental HYgiene Clinic, but when 
he was seen at a follow up examination at the hospital he indicated that 
his community adjustment was satisf actory. The veterans lack of interest 
in planning for the psychiatric treatment or activity in the community 
again shows the importance of the veteran's attitude in discharge planning. 
In the Restricted Life group is found the more seriously disabled and 
chronically invalided veterans. Their medical needs are many and these 
take precedence over the social needs because of the amount of disability. 
Living conditions is by far the largest of any group classified by 
both medical and social need with fifteen cases. The majority of these 
veterans could not do any work at all and needed care from other people. 
The matter of the attitude of these veterans toward discharge was fairly 
evenly divided. Half of them wanted to leave while the other half desired 
to continue the care they were receiving from the Veterans Administration. 
In these cases dissatisfaction with previous living conditione, feeling 
against family, and fear of the consequences of discharge to their physical 
condition hindered the desire for discharge. Here again a case illus-
tration will be used to explain the group. 
This is the case of a fifty-four year old veteran of World 
War I who had been hospitalized for years because of a heart 
condition, a ·cerebral hemorrhage causing paralysis of one side, 
and an amputation. In the hospital the veteran was given a 
prosthesis, and taught to use it. The veteran required medi-
cation for hie heart and assistance in getting in and out of 
bed so that his activity was quite restricted. He was unable 
to work and required some medical care, but did not require 
further hospitalization. During the veteran's long hospital-
ization his wife had taken a job as a chamber maid where she 
received maintenance and was reluctant to plan for different 
arrangements because of the security these jobs afforded her. 
The veteran and hie wife had little income and the long 
hospitalization had done away with most of their savings. 
The veteran's peace time service made him ineligible for a 
Veterans Administration pension, but social service inquir,y found 
that he was eligible for Veteran's Benefits. The veteran's wife 
found a house which they could rent and managed a down payment 
for it. The discharge plan was for the veteran to be cared for 
by his wife in this home with the Veteran's Benefit aiding and 
the American Red Crose giving further casework help. The veteran 
was given a leave from the hospital because of his fear that he 
would not be able to return when he needed to, and post discharge 
information reported the living arrangements working out well 
although financial difficulties continued. 
In this case the veteran was severely disabled and had been hospitalized 
for more than a year before his discharge~ He could not work and needed 
much care from another person. Although this patient needed special care 
and financial assistance after discharge, his primary eocial need was 
housing. This his wife was able to handle making the discharge plan-poesi-
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ble. The attitude of the veteran is also important in this case. The 
veteran himself became concerned about his future care and came to social 
service. He was anxious to leave the hospital and yet concerned that hie 
physical condition would suffer. At the time of the discharge he had to 
have the assurance through being granted a leave rather than a discharge 
that he would have no trouble in returning to .the hospital. 
Again the social worker's handling of attitude is important, but the 
medical limitations which this group have present most of the complications 
to making an adequate plan for their future care. 
The next social need grouping is special care. None of these veterans 
could work or care for themselves. Only one of these veterans was dis~ 
charged to his home and he died soon after. The others all received 
further hospital treatment. Two were transferred to other hospitals. Two 
needed terminal care for cancer and two died in the hospital. Another 
case illustration should clarifY the problems with this group. 
This is the case of a forty year old male veteran of World 
War II whose condition of cervical adenopathy could not be cured. 
He required daily injections to prevent the spread of the in~ 
fection. One of his legs had been amputated also. The veteran 
referred himself to social service requesting arrangements for 
nursing care in the community. He came to social service be-
cause of dissatisfaction over a ·~ransfer of doctors that had 
been made necessary by hospital procedure. Hie wife was living 
in a trailer near hie brother's family in a nearby community. 
His wife who was still convalesci ng from major surgery could 
change his dressings but could not administer the injections. 
The doctor felt that the patient could be able to manage 
arrangements in the community and social service discussed his 
situation with the district nurse association in the local 
community, but before arrangements were complete the veteran 
became lese dissatisfied and decided he did not want to be 
discharged from the hospital. 
This case shows the seriousness of the medical needs in this group again, 
and the amount of care that is necessary. Discharge planning again was 
initiated by the veteran himself and his attitude toward the necessity of 
having a new doctor brought on a desire for discharge. The social ar-
rangemente for hie need of car~ ·could have been worked out, but when he 
felt better about hie hospitalization he decided not to leave. 
In this group again attitude is an important factor. In one of these 
cases the veteran's family's attitude t oward hie discharge prevented 
further planning. The special care in this group is the need for much 
medical care by others than the veteran himself. 
The next primary social need is that of employment planning. Although 
most of the veterans needed to live a restricted life, some of these could 
do some work in a protected setting. A case illustration should serve to 
illustrate this. 
oo. 
This is the case of a forty-one year old veteran of World 
War I whose serious heart condition made it unlikely that he 
could do active work again. Hie previous job as a caretaker 
of an estate would be too strenuous for him to take up again and 
the fact that he had lived on the estate made a housing change 
necessary for him. Social service contacted the local American 
Red Crose for housing information and help, but the veteran's 
need of work to help in the support of the family became the 
primary problem as the family was able to stay on the estate 
where they had lived. A referral to the vocational rehabili-
tation section in the hoepi tal wa.s made by social service and 
because the veteran lived near the hospital his training was 
undertaken by the hospital rehabilitation staff. The veteran's 
pension through the Contact Department at the hospital was 
increased to one hundred per cent and after discharge the veteran 
continued to receive training for home handicrafts work in visits 
to the hospital. 
This case shows the severely handicapped veteran who can do work only 
under sheltered conditions. His heart condition limits his work to home 
employment, yet his family requirements demand income from employment. 
This case illustrates the problem which social service faces with a "light 
work" recommendation from the doctor. The opportunities for •light work" 
jobs are scarce without proper training and experience. The vocational 
rehabilitation section of the Veterans Administration gave valuable service 
to the patient in this area. 
The last primary social need of these veterans is financial ar-
rangements. In these cases the veterans could not work but could care 
for themselves. Both needed financial assistance in the community, one 
at his brother's home and the other with friends. 
The medical and social needs of this group of veterans have now been 
shown. Next comes an examination of the interrelationship of these needs. 
The relative frequency of the medical and social needs have been seen in 
Table 8. The Restricted Life group is the largest, while Early Active 
Life and Delayed Active Life ~ollow in that order. With the social needs 
it is seen that help in arranging satisfactory living conditions is the 
most frequent with employment and special care evenly divided and fi-
nancial arrangements following. In the Early Active Life group, the 
medical needs are the least restrictive and seem to have the least inter-
relationship with the social needs. In general the veteran's attitude 
toward the different social needs and possible solutions is the difficulty 
which is often not directly related to his illness or hospitalization. In 
the Delayed Active Life group the interrelationship becomes more clear 
and of more meaning. The need of a conval escent period in most of these 
cases brings into focus the need for planning for income and adequate 
housing and care for this period. The medical needs in this group bring 
a need for change in life pattern of the veteran, and the social need 
modifications are dictated by the med i cal needs. The use of available 
resources becomes important in ef:f'ectj.ng the necessary modifications. In 
the Restricted Life group the medical needs of' the chronic invalid dictate 
a substantial change in the patient's life and make hie activity most 
limited and often make care by others necessary. Resources for care of' 
these veterans are most important. It may be said then that the factors 
affecting the interrelationship of the! medical and social needs of these 
veterans are the amount of limitation of' activity and the amount of' change 
of life pattern made necessary by this plus the attitude of the veteran 
to his needs and the r.~sources -to fill them. 
This chapter shows that the patient's medical and social needs are 
problems to him as an individual and also to the Social Service Department 
UVe 
at this hospital; , 
The majority of the diagnoses are of chronic disease. 
These diagnoses bring medical needs for limitation of activity 
caused by their physical or emotional condition. 
The medical needs are divided into three categories: 
1. Early active life - a return soon after discharge to 
an active life. 
2. Delayed active life - a convalescent period after 
discharge before return to an active life. 
;. Permanently restricted life - an extended period of 
great curtailment of activity. 
The social needs of concrete things such as a place to live, 
a j ob, etc., .or change of attitude toward the life arrangements that seem 
suitable are divided into four categories. 
1. Living conditions - the housing or family constellation 
in the patient's communi ty life. 
2. Special care - the medical, nursing or institutional 
care needed after discharge. 
;. Employment - finding or changing a job. 
4. Financial arrangements - need for assistance, pension 
or budgeting and planning. 
The interrelationship between the medical and social needs of 
these patients is the degree of limitation and the amount of change of 
life pattern made necessary for their lives after discharge. 
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SERVICES AND RESOURCES TO FILL THE NEEDS OF THESE VETERANS 
This c~pter will be concerned with general questions nine and ten: 
9. How are these needs being met in this group of cases by the 
hospital, family, community, and other facilities? 
10. What is it possible to do for the group of veterans who 
need discharge planning within the limitations of existing resources? 
A discussion of t he hospital services will lead to discussion of the 
social service given this group with Table 10 to illustrate the hospital 
recommendation. An examination of the actual disposition of the veterans 
will be clarified by a more detailed explanation of the resources enumer-
ated in Table 11 under Actual Disposition. 
This chapter assumes that the veteran has received all the treatment 
that the hospital can offer him for hie physical condition, and the 
services to be examined are those directly related to the veteran's 
discharge. 
Next the recommendation will be examined. The second of the tables 
supplementary to Table 8 follows to clarify the recommendations in these 
cases. 
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One of the most important services that the hospital gives in re-
lation to discharge is the recommendation for the future pattern for the 
veteran. This involves a definition of the limitations imposed by the 
physical condition plus the time involved in these limitations. This 
recommendation often involves some specific prohibitions. It is arrived 
at by the hospital team. Primarily, the doctor whose medical knowledge 
makes him the leader of the team determines the recommendation. However, 
the social worker and other of the hospital services interested in the 
veteran during his hospitalization contribute to this recommendation from 
their special disciplines. It has been seen that in the case examples 
given in Chapter IV the social worker has had personal conferences with 
the doctor in determining the plane for the discharge of the veteran, and 
often again when blocks occur to the ideal carrying out of the recommenw 
dation. It is interesting to note that Table 8 in Chapter IV shows 
surprisingly little variation from the staff recommendations, indicating 
that the veteran and the hospital team have been thorough and realistic 
in this recommendation in most cases. A limitation of examining these 
recommendations and dispositions, however, is that the hospital social 
service does not follow up these veterans after discharge unless they 
return to the hospital for a follow up examination, and is liable to be 
uninformed as to the veteran's adjustment in the community. 
The doctor first explains the recommendation to the veteran and if 
there has been a referral to social service the social worker will go 
over the recommendations and their implications with the veteran. At 
this time the social worker will explore the veteran's feelings about 
this recommendation and what it entails and bring out the attitudes with 
which he views dischar ge. If these attitudes indicate that the veteran's 
community adjustment will suffer leading to a breakdown in health, the 
caseworker continues examining with the veteran these attitudes and how 
th~ may affect hie community life and health aiming at changing them 
to ones more conducive to tuture health in the community. This is one 
of the most i mportant direct services a.round discharge that the hoepi tal 
offers. It has previously been seen that attitude plays a ver,y large 
role in the problems of this group of veterans. 
These are the two major services that the hospital gives to this 
group of veterans - the recommendation, and casework help around attitudes 
seen as detrimental to health in the community. The social worker par-
ticipates in both these services as a part of the hospital team. The 
social worker also many times acts as i ntermediary between the veteran 
and community resources and other hospi tal resources. In this connection, 
the social worker must have a thorough knowledge of the resources in the 
community, in the Veterans Administration, and in the hospital. 
Next, the third table supplementary to Table 8 will show the actual 
disposition of t hese veterans • 
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Family and relatives took responsibility for the largest number of these 
veterans. Veterans who either found adequate arrangements for themselves 
during their hospital stay or would have to do this upon discharge were 
not far behind. Some of these veterans as has already been eeen stayed 
in the hospital for further treatment, terminal care, or other reasons, 
and one veteran was returned to the Veterans Administration hospital which 
had arranged his admission. Two veterans were admitted directly to a 
domiciliary home, although more after discharge arranged their own ad-
mission. Two were transferred to a hospital run by the State for veterans. 
One veteran with the help of a community agency went to a family who would 
give him the care he needed. 
In the Early Active Life group, the actual disposition was even~ 
divided between those veterans whose family could provide a home for him 
or at least assume some responsibility for hie adjustment in the com-
munity, and those whose arrangements meant living alone. In both of 
these categories, health and social agencies were used to assume some of 
the responsibility to see that the veteran's needs were cared for as well 
as possible. Some of the more common are listed in Table 11; United 
States Employment Service and Veteran's Benefits. The Veterans Adminis-
tration facilities used were the Regional Office and the Mental HYgiene 
Olinic. In a good percentage of these cases no referral to other re-
sources was indicated as the veteran knew the resources, would not accept 
help with their major problem, or there was no need as the veteran could 
handle hie situation adequately. In this group are ma~ veterans in the 
early stages of chronic illness who if they are able to adjust to 
comparatively minor restrictions of activity in the community should be 
able to lead an active productive life for many years. Whenever they are 
able to make an adequate adjustment to their social needs, their medical 
needs can be more easily met. Although many of the medical and social 
needs of the veterans in this group may seem much less difficult and more 
easily handled by the veteran himself, it is in this group that careful 
social service can be of great value in preventing more serious chronic 
illness and chronic invalidism. 
In the Delayed Active Life group,. the majority of the veterans had 
families to be interested in them. A fair proportion, however, had no 
family to turn to, although one veteran had friends who took him in for 
the time of hie convalescence. In this group the Veterans Administration 
Regional Office and Veterans Services ·were used quite often. The Veterans 
Administration Vocational Rehabilitation and Education section were often 
used for a job change evaluation, and some of the veterans were concerned 
about pensions. The United States Employment Service was used for some 
of these veterans also. In one case the veteran gained admittance to a 
domiciliary home after he had been discharged from the hospital and lived 
in the community for a few months. In the majority of these cases, the 
medical restrictions are more serious and lasting than in the early active 
life group. Many of the veterans needed serious curtailment of work and 
other activity so that the social service planning involved a veteran 
restricted for quite a little time by his disease. Most of these veterans 
have a well defined chronic disease, and the goal of the hospital staff 
planning should include activity for the prevention of the development of 
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chronic invalidism. The success of the social adjustment of these veterans 
will have an important effect again on the prevention of chronic invalidism. 
With the Restricted Life group, there is a somewhat different problem 
than with the other groups. Most of these veterans need a good deal of 
care in the community. They cannot plan to return to an active productive 
life again. In this group we find, however, that family was able to 
provide this care and housing or assume responsibility for the veteran in 
the community. Only four of this group needed to make their own ar-
rangements without family help. Some remained in The Veterans Adminie• 
tration Hospital, Framingham, or were transferred to other Veterans 
Administration hospitals. Two were transferred to domiciliary homes on 
application from the hospital, and two were transferred to non Veterans 
Administration hospitals. In one case a veteran was discharged to a family 
who would give him care which as arranged in cooperation with the local 
Old Age Assistance Department. The resources that were either suggested 
to the veteran or a contact made for hint were more numerous and varied than 
in the other categories. Veteran1 s Benefits and the local Veterans Ad• 
ministration Regional Office were the most frequently used. The American 
Red Crose and the Visiting Nurse Association were used in some cases and 
no referral to other resources was indicated for a few of these veterans. 
There were some applications for domiciliary care, and some of the other 
agencies used were the local Public Welfare, Housing Authority, the 
American Legion, the Bay State Society :f'or the Crippled and Disabled, and 
the Community Workshops. Many of these veterans are chronic invalids. 
Some need chronic hospital care; some a protected setting such as a 
domicile; but many are able to be cared for at home by relatives. Most 
of these veterans are unable to do work of any kind. The Restricted Life 
group shows that the family has been able to provide adequately for almost 
half of the veterans. The Veterans Administration hospitals have kept 
some with the most serious medical conditione, and non Veterans Adminis-
tration hospitals have taken some. Domiciles admitted a few, also. In 
most cases community social and health agencies were used to help in 
planning or provide other service to these veterans. 
It is shown, then, that the needs of this group of veterans is being 
met 
by the hospital in recommendations for community life, casework 
service geared to future health, and referral to other resources, 
by the family in providing a home or taking responsibility for 
the veteran's community adjustment, 
by the community in providing health and welfare services as 
well as community hospitals and local doctors for the continued care of 
these veterans, 
and by other facilities such as the Veterans Administration, 
private programs, and others in providing services and resources for care 
and other services. 
In the previous section, the resources that have been used in these 
cases have been shown. This section will deal with what these resources 
can do for these veterans. 
The family when seen as a resource for these veterans has been the 
one to provide for the largest number of the veterans. In many cases 
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this family was wife and children which entailed a good deal of responsi-
bility on the veteran 1 s part for maintaining the home. In other cases, 
the father and mother or other relatives provided the home for the veteran 
with much or little responsibility for the maintenance of the home. The 
attitude of the veteran toward hie home and relatives has been seen as a 
big factor in some of these cases, and the attitude of the relatives 
toward the veteran was evident in a few. Often the lack of room and 
facilities for the veteran was pointed out as a real factor in their ina-
bility to provide housing for the veteran although it may often have 
concealed a negative attitude toward helping the veteran. In some cases, 
though room was not available for the veteran with relatives, they would 
watch hie adjustment in the community accepting responsibility to see 
that his needs were met. In the group where the veterants activity was 
most restricted the family would have to give the veteran a good deal of 
care. In a good percentage of these cases the family was able to do this, 
but in some cases other medical facilities were necessary to provide this 
care. Often also other Veterans Administration and community agencies were 
used to provide service that the family could not handle for the veteran. 
In some of these cases, the medical and social needs of the veteran 
could be handled by him without assistance. The largest group of these 
veterans, however, did not have family or a home which they could count 
on for assistance. In many of these cases, if there had been family to 
be interested in him, his medical and social needs would have a better 
chance of being met. In some of the other cases where self care was 
involved the veteran could handle hie own medical or emotional problems 
as in the special care social need group. The difficulty of the veteran 
in meeting hie personal needs in a setting of a rooming house with few 
friends and no family is liable to be a large factor in the readmission of 
such veterans. 
Often in this group also Veterans Administration and community 
agencies were used to provide service to the veteran and to help him to 
make an adquate adjustment to hie life in the community. 
The facilities of the Veterans Administration which were used will 
next be examined. The Veterans Administration Hospital, Framingham, will 
first be considered. Some of these veterans remained in the hospital. Of 
this group, in a few cases referred for terminal care, adequate ar-
the 
rangements could not be made in/community and they died at the hospital. 
Terminal care is one of the services that Veterans Administration 
hospitals provide to the veteran. Others took a turn for the worse and 
remained for further treatment with discharge planning postponed. Another 
veteran was returned to the Veterans Administration hospital which had 
transferred him to Framingham. 
Another service which the hospital provides to the discharged veteran 
is the follow up examination at the hospital. For those veterans who are 
able to arrange to return to the hospital for th±s examination, this 
service is of great value in seeing that the medical recommendations are 
being carried out and in evaluating his community adjustment. Services 
other than medical such as social service are often available at the time 
of this examination and training by the Vocational Rehabilitation section 
in the hospital was provided to one veteran within easy reach of the 
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hospital. The difficulty of transportation limits the number of veterans 
who are able to take advantage of the follow up examination, however. 
The Veterans Administration Regiona.l Offices which cover the local 
communities where the veteran resides is a resource that was frequently 
used in these cases. The social service sections in these offices were 
used to contact relatives of the veterans, make inquiry in the local 
community about financial assistance, housing, nursing homes and necessary 
referrals to other resources. Another service that they provided was 
contact with the veterans after discharge in helping them to handle the 
problems that affected their adjustment in the community and making further 
plane to help them in meeting their needs. The Regional Offices, however, 
under the law provide extended service only to those veterans with a 
service connected disability. They were sometimes available, however, in 
the cases of the non service connected veteran to make inquiry in the 
community or give referral service to other resources. 
The Vocational Rehabilitation and Education section of the Veterans 
Administration was also used quite frequently. An office of this section 
is maintained in the hospital to test, evaluate and counsel veterans on 
what employment would best fit their medical and social needs and what 
arrangements could be made for a change of job or training if these are 
indicated. Offices of this section are also maintained in the regional 
offices to help the veteran arrange for training or placement in an occu-
pation. Again the Vocational Rehabilitation section is limited to those 
wartime veterans of World War II with a service connected disability. 
although its service is sometimes available for testing and counseling for 
the non ••rvice connected veteran and the veteran of World War I. The 
veteran o£ World War II with a service connected disability is eligible 
for training under Public Law 16 with Vocational Rehabilitation and Edu-
cation help in making arrangements for it, while the veteran of World War 
II with a non service connected disability can receive training under the 
Veterans Readjustment Act providing he is eligible and is able to make hie 
own arrangements. Under this act veterans can be helped in an in-service 
training program while employed. This service is of great value in 
planning for the discharge of these veterans and can be very important to 
the successful adjustment of the veteran to hie community life. 
A good number of these veterans had problems involving either compen-
sation for a service connected disabilii;y or a pension for a non service 
connected one. The contact department handles claims and adjustments on 
these. The people providing this service at the hospital visit all the 
veterans who come into the hospital and handle the preliminary steps 
toward obtaining compensation or a pensi on for those who are eligible. 
There are, of course, repreeentati vee dc)ing this work in the regional 
offices also. Again the compensation or pension which the veteran receives 
in the community has a very important part to play in hie community ad-
justment. This regular income is of great help in working out plans fo.r 
a community life. 
Another Veterans Administration resource is the Mental Hygiene Clinic 
of the Boston Regional Office. Here psychiatric treatment is given to 
veterans with a service connected psychoneurotic disability. In this 
study some of the veterans were referred to them for treatment of the 
emotional aspects of asthma while others were referred for varioua 
nervous disorders. This group of veterans is not representative of the 
number of veterans referred to the Mental Hygiene Clinic from the hospital 
because there is a separate category other than discharge planning for 
cases where this referral is involved, and there is a service in the 
hospital for the treatment of nervous and mental disorders. For some 
veterans the distance to the Boston Mental Hygiene Clinic is restrictive 
and other arrangements must be made. Also the waiting list limite the 
availability of this treatment. Here again the veteran's community ad• 
justment can be greatly helped in cases where psychiatric treatment is 
needed in the community. 
Domiciliary care is also provided by the Veterans Administration to 
those veterans who need this type of protected, institutional life. A 
domicile is for those veterans who are unable to work and without a home 
or family, but who do not need much personal care. The nearest Veterans 
Administration facility to Veterans Administration Hospital, Framingham, 
for this type of care is in Bath, New York, which often is too far away 
from the place of residence for the veteran to want to go there. Also, 
there is a long waiting list for admi tte.nce to the domicile there. In 
Massachusetts a domicile, Chelsea Soldiers Home, run by the state can 
sometimes be used although there is a wa.iting list here also. In a 
domicile a veteran who easily adjusts to institutional life can make a 
satisfactory adjustment in surroundings where his medical and social needs 
may generally be easily met. In connection with both of these domiciles 
there are hospitals. 
'I V/• 
Another program for veterans run by the state is Veteran's Benefits. 
This program with offices in the local communities will provide financial 
assistance to veterans who are in need providing they are eligible. Most 
veterans with wartime service are eligible providing they are considered 
1 fit 1 persons. This often excludes veterans with any serious court con-
viction. This program was the resource most used in these cases. The 
financial assistance and the planning and help that they give to the 
veteran in the community is important to the veteran's adjustment to 
community life. 
The local veteran's organization, such as American Legion, is a 
resource which veterans can use to advantage. They can take the right of 
attorney for the veteran in claims with the Veterans Administration and 
provide assistance to veterans' families or other needed services that are 
often out of the realm of the organized agencies. 
· Next come the community resources used. The American Red Crose was 
usedquite frequently. This agency will give casework service to the 
veteran in the community. It will also make investigations of home con-
ditions, contact relatives or other community resources. Often it can 
arrange transportation for veterans who need this. In some cases it can 
provide financial assistance to veterans and their families. 
The community resource that was most used in these cases was the 
United States Employment Service. This resource does job placement for 
all. Each United States Employment Service office has a Vet eran's Em-
pla,rment Officer who deals with the special problems of the veteran. The 
United States Employment Service is limited by the amount of jobs that are 
~·· 
available and the number of people to fill them. It is also hard for the 
United States Employment Service as for Vocational Rehabilitation and 
Education to place those veterans who have disabilities that are at all 
serious. This resource obviously has an important service to render to 
the veteran taking up again hie community life and looking for employment. 
Another resource with much to offer the more seriously disabled 
veteran is the local Visiting Nurse Association. For those veterans who 
need continued nursing service and care, the staff will visit the veteran 
at hie home to provide this care. There is a nominal fee for this service. 
Another resource for these veterans is the local Public Welfare 
Department for those veterans who are not eligible for Veterans Benefits. 
This department will give financial assistance to those veterans who are 
without means. Other types of medical and social service as well as 
special care can be provided under their program also. This resource did 
not have to be used very often in this group of cases, however, because 
the special resources for veterans that have already been mentioned have 
taken care of moat of the needs for which Public Welfare might be used. 
Some of the other community resources that were used are important 
to mention; the local Housing Authorities for veterans with special diffi-
culties in finding suitable living conditions; The Community Workshops 
in Boston which is a social agency set up to provide sheltered employment 
where seriously handicapped people can do suitable work where they do not 
have to compete with people with no handicaps. Most of these disabled 
people are later able to move into regular empl~ent. 
The previous employer of some of these veterans was contacted about a 
_j 
change of job suitable for the veteran or about pay difficulties. 
Some other medical and social community agencies were also used for 
various services. 
Another community resource is nursing homes which provide nursing 
care as well as living arrangements in a protected setting. A nursing 
home placement was tried for some of the more seriously disabled veterans, 
but this was not worked out satisfactorily in any because of the cost of 
this type of care. In one case with the help of the local Old Age as-
sistance Department a seriously disabled veteran was placed in a family 
home where he would receive the personal care he needed. 
Community hospitals other than the Chelsea Naval Hospital and the 
Chelsea Soldiers Home Hospital were not used in any of these cases. 
No referrals in this group were made to the Vocational Rehabilitation 
program of the state. The veteran with a non-service connected disability 
is not eligible for the full service from the Vocational Rehabilitation 
and Education section of the Veterans Administration. Services such as 
help in finding a training facility and job placement might be given as 
supplementary to that of Vocational Rehabilitation and Education of the 
Veterans Administration. The State Vocational Rehabilitation program has 
much the same services available as those of the Veterans Administration 
Vocational Rehabilitation and Education, although their budget seems more 
limited. 
It is possible, then, to give referral service to resources of the 
Veterans Administration, family, community resources, and others that-
for the service connected veteran will meet most of his needs 
I oo. 
or. 
and for the non service connected veteran will be of great value 
in moving toward meeting the medical and social neede. 
C~ER ~ 
SUMMARY AND CONCLUSIONS 
The purpose of this thesis ae is stated in Chapter I ie to examine: 
1. The problem which these patients ae a group present to the 
Social Service Department of the Veterans Administration Hospital, 
Framingham. 
2. The needs that the individual patients face at the time of 
discharge. 
;. What can be done to help these patients meet their needs in 
the community. 
Chapters III, IV, and V correspond to the examination of the three 
phases of this purpose and will be summarized here. This summary is also 
an answer to the first general question: 
1. What are the general problems that this group of veterans 
present to a Medical Social Service Department at a Veterans Administration 
installation such as Veterans Administration Hospital, Framingham? 
Since the needs of these veterans and what can be done to meet them are 
problems for the Social Service Department as well as for the veterans 
themselves, this thesis will consider them as aspects of the Social 
Service Department's problem. 
Summe.ry 
This study has found the following problems to be evident in the 
sixty-six cases studieda 
1. As a group, 
Most of them are men, who have reached middle age. 
Their eligibility for some of the services to veterans is 
dependent on which war they served in, and whether they were disabled 
during that service. 
The unattached male veteran generally has different problems 
from a married veteran and represents a large proportion of the cases. 
They are mainly industrial workers with skilled, semi-skilled, 
and unskilled employment. 
The majority had been in the hospital three months or lees, 
~nd had been referred by the ward doctor for discharge planning lees than 
a month before discharge. 
The majority also were completing other hospital service 
during the time between the referral to social service and the discharge. 
2. As individuals. 
The majority have a chronic disease with medical needs for 
limitation of activity caused by their physical condition or emotional 
attitude. 
Their medical needs are divided into three degrees of disa-
bility-early active life, delayed active life, and permanently restricted 
life. 
l 
The majority also have social . needs for concrete things such 
as a place to live, a job, etc., or change of attitude toward his life 
arrangements that seem suitable, and are divided into four categories-
living conditione, special care, employment, and financial arrangements. 
Their medical and social needs are interrelated by the degree 
of limitation and the amount of change of life pattern made necessary for 
their lives after discharge. 
~. As discharged patients, 
Their needs must be met, 
by the hospital in recommendations for community life, case-
work service geared to future health, and referral to other resources, 
by the family in providing a home or taking responsibility 
for the veteran's community adjustment, 
by the community in providing health and welfare services as 
well as community hospitals and local doctors for the continued care of 
these veterans, 
and by other facilities such as the Veterans Administration, 
private programs, etc., in providing services and resources for care and 
other services. 
The service connected veterans have services availableto meet 
most of their needs from the Veterans Administration and other veterans 
services. 
The non ~ervice connected veterans may have to integrate those 
services available to them as veterans with others available to all to 
meet their needs. 
Conclusions 
The summary of the findings of this study has presented the problems 
involved in relation to these veterans as a group, as individuals and as 
discharged patients and the conclusions will follow this organization. 
These veterans at this point in their lives have been taken ill and 
have come to a hospital to regain their health. They are now ready to 
leave the hospital in as good health as the hospital can make them. The 
goal of discharge planning is to help these veterans maintain their health • . 
The conclusions and recommendations must, then, be concerned with the 
future health of these veterans. 
This writer concludes that 
1. As a group, the majority are middle aged World War I veterans 
whose patterns of life are set. Most have been referred by the ward doctor 
to the Social Service Department for discharge planning with enough time 
before discharge for adequate discharge planning. In general, these 
veterans are receiving good service, but their set pattern makes change 
difficult for them. The Social Work Year Book 1949 article on Chronic 
Illness states that one half of the chronically ill and one third of the 
chronic invalids are under the age of forty five. This study indicates 
that since the median age was fifty a somewhat older group is known to 
social service than the figures for the general population from the Social 
Work Year Book indicate. Also the majority of this group are World War I 
veterans and are at an age where chronic illness becomes more marked and 
disabling than at younger ages. rf the same proportion of World War II 
I 
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veterans have chronic illnesses at the present age of World War I veterans 
there will be a larger group of chronically ill needing service in the 
future since there are a great many more World War II veterans. Social 
service, then, may anticipate that there will be many more chronically ill 
patients to be given discharge planning service unless preventive measures 
are taken with the younger chronically ill World War II veterans. 
2. As individuals, the majority are chronically ill with 
medical and social needs that are interrelated, and must be met in their 
community life if they are to maintain their health. Their medical needs 
seem to this writer to be composed of, first; the concrete - curtailment 
of activity that is made necessary by the illness and, second; the 
veteran1 s attitude toward it. Classification of these medical needs can 
be made as to an early active lif e, a delayed active life and a permanently 
restricted life. These veterans also have social needs which are composed 
of first; concrete needs such as housing, a job etc., and second; the 
veteran's attitude toward the resources available to meet these needs. 
Classification of these social needs as to living conditione, special care, 
employment, and financial arrangements can be made. Both the medical and 
social needs of these veterans have elements of concrete needs and the 
attitudes of the veterans toward them. This write concludes that socia l 
service to both these areas is important to the veteran's maintaining his 
health in the community. In the catego.ry of early active life where the 
concrete medical needs are not as limiting as in other categories, the 
J veteran's concrete social needs or hie attitude toward them are often the most important area for social service activity. In the delayed active 
life category, the medical need for a period of convalescence often 
involvee meeting concrete social needs but the veteran'• attitudes are 
als9 an important area for social service. In the permanently restricted 
life group, the concrete medical and social needs of care for these 
chronic invalids are predominant. This writer concludes that the cate-
gories of medical and social needs presented indicate phases of chronic 
illness. In the phases of early active life and delayed active life, 
social service in the area of the veteran's medical needs and attitude 
toward them and in the area of hie social needs and attitude toward them 
is of great importance in preventing the illness from progressing to a 
more disabling phase. If the veteran can be helped to adjust to the 
meaning of hie illness, home surroundings, community facilities, medical 
services, job and financi~l resources available to him, the chronic 
illness need not develop into chronic invalidism. Social service aimed 
at helping the veteran to meet concrete needs and/or to a change of 
attitude about the illness and the resource available to meet his needs 
can assist in preventing more serious chronic illness from developing. 
;. As discharged patients, the veterans can call on a number 
of resources available for help in meeting his needs. The hospital, his 
family, community agencies and other agencies such as the Veterans Ad-
ministration offer service to him. The hospital services of the staff 
recommendation for the veteran's future life, casework service toward 
meeting hie needs at discharge, and referrals to outside sources is good, 
but some of the resources such as family, community resources, and other 
resources show need for improvement. In general, the World War II 
veteran with a service-connected disability and a family able to make some 
provision for him need not have trouble meeting his needs because of lack 
o£ resources since the Veterans Administration programs provide many and 
vari~d services to him. The World War I veteran with a non-service 
connected disability and no family who represents a large proportion of 
the veterans studied here has a more difficult time finding services to 
meet his needs. This veteran is eligibl~ for some Veterans Administration 
services but there are many services that he must find elsewhere. In the 
medical need categories of Early Active Life and Delayed Active Life, the 
concrete social needs with the exception of employment can usually be met 
after discharge although the veteran1 s attitude toward the arrangements 
available is often unfavorable. Employment opportunities for these 
veterans are often limited and the veteran 1s attitude toward the jobs 
and/or retraining available is also often unfavorable. Social service, 
understanding the veteran1 s needs should work cooperatively with Vo-
cational, Rehabilitation . and Education in dealing with concrete ar-
rangements for suitable employment and/or training which would take into 
consideration the patient 1 e attitu~es as well as hie physical limitations. 
In the medical need category of permanently restricted life, the resources 
have a great many lacks. The family is often unable to give the veteran 
the care he needs. Institutions, hospital, nursing homes and domiciles 
are not usually available. Most of these chronic invalids are 
unemployable but their financial problems are overshadowed by their need 
of care. A summary of some of the current thinking for this group will 
point up these lacks. Dr. Bluestone, Director of Montefiore Hospital in 
New York recommends that the services of the hospital be extended to 
to the patient in his own home as an answer to the lack of facilities for 
care of the chronically 111.19 The National Health Assembly recommends a 
a coordinating body on chronic illness to integrate the several programs 
in the field.20 Ray M. Hilliard in an article on Chronic Illness in the 
Survey Midmonthly21 advocates an integrated program of concerted effort 
by hospitals and community agencies with services such as county homes, 
space in hospitals, private non profit homes and high standard nursing 
homes to be made more available to the chronic invalid. Programs for 
rehabilitation and prevention of chronic illness and invalidism with home 
services he feels, should be further developed, and a central registry to 
provide advice to the aged and chronically ill set up by areas such as 
counties. These recommendations show the concern prevalent among those 
aware of the problem of the chronically ill that some more integrated 
program be undertaken so that their needs will be better met. This 
writer concludes that, since the casework for veterans in the hospital was 
good, its value should be extended into the community through the pro• 
vision of better facilities and follow up service. It is seen that the 
lacks in resources for the patients studied and the current thinking about 
some of these lacks point up the need for planning an overall progam for 
all chronically ill and chronically invalided people. 
19. Bluestone, E. M. 1 Home Care: An Extramural Hospital Function", 
Survey Midmonthly, April 1948 
20. Terris, Milton, "Chronic Illness", Social Work Year Book, 1949. 
21. Hilliard, Ray M., "Chronic Illness: Major Cause of Dependency.", 
Survey Midmonthly, Nov. 1947 
Recommendations 
The writer wishes to make the following recommendations which will 
follow the organization of the previous sections: 
1. As individuals, with medical and social needs, these chroni-
cally ill veterans should benefit by a program of casework service empha-
sizing change of unfavorable attitudes as well as meeting hie concrete 
needs. This program should be focused on helping to prevent the earlier 
stages of chronic illness such as Early Active Life, Delayed Active Life 
from progressing to chronic invalidism such as Permanently Restricted Life. 
2. As discharged patients, all these veterans should have 
resources in the community which they could call upon for ~ervice to meet 
their needs. To this end, the Social Service Department should continue 
its participation in the planning for an adequate program for the care of 
the chronically ill. Interpretation of the needs of these patients to 
families, community resources and other resources and cooperative casework 
with these resources such as the Veterans Administration Vocational Reha-
bilitation section are areas where the caseworker can participate in this 
planning. Participation in the planning for an overall program with 
other hospitals and community resources is an area where Social Service 
Staff can work for more adequate care of the chronically ill. 
Approved, 
~1(~~ 
Bi chard K. Conant 
Dean 
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want to go to school as a part of the training program. These attitudes 
were difficult to overcome to make e. plan that would insure future health. 
All but one of these veterans had been treated for tuberculosis and most 
needed a graduated activity program, though in one case arthritis was more 
limiting to the patient than the after effects of tuberculosis. The other 
veteran was quite handicapped by arthritis and plans for change of em-
ployment were left with his previous employer. The amount of limitation 
of activity and the need of job change because of medical needs made it 
advisable that there be a period of comparatively little activity before 
an active community life was undertaken. A case illustration from this 
group will point this up. 
A twenty year old vet.eran of World War II who was married 
with one child, had tuberculosis which had improved to the point 
where he could resume work. His infection had affected his wrist 
movement. His previous occupation was ·truck driving which ne-
cessitated much wrist movement so that a change of occupation 
was recommended by the doctor. A Vocational Rehabilitation and 
Education evaluation at the hospital suggested that watch repair 
was in order. Social Service worked in close cooperation with 
the doctor and Vocational Rehabilitation in making a plan for the 
veteran to receive training for his .new occupation at a community 
agency. The veteran was somewhat reluctant to use the Veterans 
Administration facilities for Vocational Rehabilitation and Region-
al Office social service because of lack of confidence in the 
Veterans Administration, but a plan was made with the patient 
to return to his home with Regional Office social service -to give 
what help the veteran requested. He was to commute to the com-
munity agency for employment training which was some distance from 
hie home, but the doctor felt that he was medically ready to under-
take this plan. The veteran was to receive follow up examination 
at Framingham and he reported that he had made arrangements for 
this training. Regional Office social service later reported that 
reactivation of the tuberculosis had come soon after he entered 
training. 
This case illustrates the facilities which the Veterans Administration 
provides for men with service connected or service aggravated conditions 
to receive vocational rehabilitation and help in planning to meet a change 
of occupation need. The veteran's lack of confidence · in the Veterans 
Administration help and facilities blocked somewhat his use of these 
facilities, but Veterans Administration help could take him from his hospi-
tal treatment to placement in a job with provision for his needs and those 
of hie family. 
The next group involved these needing changes in living arrangements. 
All of these veterans had medical needs which were quite limiting to their 
I 
immediate activity but different diagnoses. All but one of these veterans 
were unattached to a family group. Attitude again was a strong factor. 
One veteran had much feeling about accepting any kind of dependency except 
that of domiciliary care by the Veterans Administration. A second had such 
great personality difficulty that the surgery that was performed might 
result in the development of mental disease. A case illustration of 
anoth·er case will serve to elaborate further the problem of living con-
ditions for patients needing a period before taking on an active life. 
This is the case of a twenty-eight year old male veteran of 
World War II who was treated at the Veterans Administration Hospital, 
Framingham, for tuberculosi.s. The veteran was known to social service 
previously for service in connection with planning around his 
Australian war bride and their baby's living arrangements and fi-
nancial problems. The wife and child at this time were living with 
the patient's brother and his family and there was friction in thie 
arrangement. At this time the service of a local agency was enlisted 
to help the wife plan around this problem. The present contact began 
about the veteran's concern over financial difficulty, but the 
friction of the wife's living arrangements became the central problem 
and she and the child went to visit an Australian friend of here out 
of the state. When the problem of discharge of the veteran became 
paramount there was no home to which the veteran could return. 
Social service contacted the veterans' housing unit in the home com-
munity and the one for Greater Boston without success for the 
immediate future. The Veterans Administration social service unit in 
0!. 
